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R. WILLIAM WELCH’S 

choice of William Stewart 

Halsted for the professor- 
ship of surgery in the new medical 
school of the Johns Hopkins Uni- 
versity in 1887 was a happy one. 
Dr. Halsted’s reputation as an in- 
vestigator, teacher, and capable 
surgeon had been made in New 
York when, at the age of thirty- 
five, he was called to Baltimore. 
Here his activities for another 
thirty-five years placed his name 
first among American surgeons in 
meticulous and finished surgery, 
in careful and trustworthy re- 
search, and in true teaching. 

His was the first American 
school of surgery in which the 
pupils were so thoroughly trained 
after years of apprenticeship! that they were 
quickly called to professorial posts in other medical 
schools. Clinical problems were taken to the 
laboratory where he and his associates zealously 
and carefully endeavored to find their solution. 
The operating room and research laboratory 
were of equal importance to the master and his 


1 Halsted, W.S. The training of the surgeon. Bull. Johns Hopkins 
Hosp., Balt., 1904, xv, Sept., 267-276. 
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pupils, and by frequent visits to 
European clinics Halsted main- 
tained a constant enthusiasm in 
his department for new principles 
and new investigations. 

His professional career, surgical 
from the beginning, had its incep- 
tion in the first decade of the anti- 
septic era. Lister’s principles had 
found an enthusiastic supporter 
in Halsted, a fact which added 
materially to his early surgical 
prominence in New York. In the 
early eighties, the German sur- 
geons, von Kergmann (1836- 
1907), Schimmelbusch (1860-—), 
and others replaced chemical 
sterilization with antiseptics by 
physical methods of sterilization 
and thereby introduced the asep- 
tic era of surgery. Halsted was quick to see its 
advantages and contributed much to the per- 
fection of this technique. 

In his teachings he constantly emphasized the 
four fundamental principles of modern surgery, 
namely, absolute asepsis, complete haemostasis, 
gentle handling of tissues, and careful approx- 
imation of tissues. His ability successfully to 
employ fine silk in all clean operations may be 
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ascribed to the application of these principles 
since the use of silk is dependent upon asepsis 
of the highest degree in the operating room. It is 
said that silk tests one’s asepsis, and it is sig- 
nificant that his pupils are practically the only 
surgeons who use silk consistently and invariably 
at the present time. 

Dr. Halsted’s introduction of rubber gloves 
into surgery has been accepted as one of the most 
important adjuncts to aseptic technique. He 
describes! the first use of rubber gloves in the 
operating room in the winter of 1889 and 1890, 
shortly after the opening of the Johns Hopkins 
Hospital. The nurse in charge of the operating 
room (who was later to become Mrs. Halsted) 
complained to him that the solution of mercuric 
chloride used in sterilizing the hands had caused 
a dermatitis on her forearms and hands. “As 
she was an unusually efficient woman, I gave the 
matter my consideration and one day in New York 
requested the Goodyear Rubber Company to 
make as an experiment two pairs of thin rubber 
gloves with gauntlets. On trial, these proved to be 
so satisfactory that additional gloves were ordered. 
In the autumn, on my return to town, the 
assistant who passed the instruments and thread- 
ed the needles was also provided with rubber 
gloves to wear at the operations. At first, the 
operator wore them only when exploratory in- 
cisions into joints were made. After a time the 


1 Halsted, W. S. The employment of fine silk in preference to catgut 
and the advantages of transfixing tissues and vessels in controlling 
hemorrhage. Also an account of the introduction of gloves, gutta- 
percha tissue, and silver foil. J. Am. M. Assn., 1913, lx, April 12, 1119- 
1120. 


assistants became so accustomed to working in 
gloves that they wore them also as operators and 
would remark that they seemed to be less expert 
with the bare hand than with the gloved hands. 

“T think it was Dr. Bloodgood, my house sur- 
geon, who first made this comment and that he 
was the first to wear them, invariably, when oper- 
ating.” According to Bloodgood’s statement in 
his report on hernia? he began to wear gloves 
invariably in December, 1896. 

It was recommended that rubber gloves be 
worn by the operator and assistants in the first 
American book on aseptic surgical technique,’ 
published in 1894 by Hunter Robb, then resident 
gynecologist at the Johns Hopkins Hospital and 
therefore in close contact with the technique of 
the surgical clinic. 

It is interesting that the use of rubber gloves 
in surgery was not the result of an inspiration to 
eliminate the hands as a source of infection during 
the operation. Their use was a matter of slow 
evolution, first as a protection for the hands of the 
assistants from irritating solutions, then as an 
added precaution on the part of the operator 
in exploring joints, later as an aid to the opera- 
tive dexterity of those accustomed to gloves as 
assistants, and finally as a regular adornment 
to be worn invariably in all cases, clean and septic, 
by the operator and all members of the operating 
team. 


2 Bloodgood, J. C. Operations on 459 cases of hernia in the Johns 
Hopkins Hospital from June, 1889, to January, 1899. Johns Hopkins 
Hosp. Rep., Balt., 1899, vii. 

8Robb, H. Aseptic Surgical Technique. 1894: Philadelphia, Lippin- 
cott. 
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Ricard, A.: Traumatic Ruptures of the Lateral 
Sinus (Des ruptures traumatiques du sinus latéral), 
Lyon chir., 1929, xxvi, 476. 


The case reported was that of a man of thirty-four 
years who was run over by an automobile truck and 
brought to the hospital in coma with all of the signs 
of a basal skull fracture. On the basis of the symp- 
toms of mydriasis and temporoparietal oedema, a 
diagnosis of intracranial hemorrhage from rupture 
of the middle meningeal artery was made, and the 
next afternoon a trephination was done. A rupture 
was found at the bend of the lateral sinus. It was 
tamponed tightly and a drain was left in the lower 
end of the wound. An attempt to remove the drain 
at the end of six days was followed by renewed 
hemorrhage. Another tampon was therefore put in 
and left until the twenty-first day. The patient re- 
covered with complete deafness on the left side. He 
noted also a slight decrease in vision although 
there were no ophthalmoscopic findings. The right 
side showed no contractures or motor disturbances. 

The author has collected sixty-nine cases of in- 
jury of the lateral sinus from the literature. In forty- 
two of them the injury was caused by direct trauma. 
In thirty-three of the cases of direct trauma a frac- 
ture was present. Operation was performed in 
twenty-one. 

In the cases in which the wall is not torn directly 
by the fracture fragments the rupture is generally 
at the bend of the sinus and there is special thinness 
or friability of the wall. When the sinus is ruptured 
there is progressive haemorrhage between the bone 
and the dura mater. Less frequently there is also 
subdural hemorrhage due to a focus of cerebral con- 
tusion and rupture of a pial artery or vein. The 
causes of death are hemorrhage, compression of the 
brain, or infection. The symptoms are those of cere- 
bral compression by intracranial hemorrhage. The 
two essential signs of cerebral compression from 
hemorrhage are hemiplegia and stertorous respira- 
tion. ‘Temporoparietal oedema, dilatation of the 
pupil, and slowing of the pulse may also occur. Be- 
tween the time of the accident and the appearance 
of signs of compression there may be a free interval, 
but this is rarer in rupture of the sinus than in rup- 
ture of the middle meningeal artery. If the hamor- 
rhage is very copious there may be compression of 
the cerebellum with a rapid instead of a slow pulse, 
slow deep respiration instead of Cheyne-Stokes res- 
piration, fever instead of hypothermia, and vomit- 
ing. It is generally impossible to diagnose the site of 
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the hemorrhage, but the hemorrhage itself indi- 
cates operation. The site of operation can be deter- 
mined on trephination. In nine out of ten cases 
tamponade is indicated. As a rule it is simpler and 
safer than suture. The tampon should be left in for 
at least two weeks to permit complete healing. 
Aubrey G. Morcan, M.D. 


Henri-Fischer: Congenital Ante-Auricular Fistu- 
le (Considerations sur les fistules congénitales anté- 
auriculaires). J. de méd. de Bordeaux, 1929, cvi, 711. 

The fistula observed by the author were near the 
origin of the ascending portion of the helix or in front 
of the tragus. They were small deep fistula following 
a rectilinear course, practically vertical, from 5 to 20 
mm. in diameter, and usually oval. Some of them 
were situated at the peak of a small eminence. 

Congenital ante-auricular fistul are slightly more 
common in females than in males. They may be 
unilateral or bilateral. They occur as frequently on 
the left side as on both sides at once, but on the right 
side they are extremely rare (one case in forty-five 
observations). ‘Transmission of the anomaly by 
heredity is very common. 

The fistulz arise from the non-fusion of two of the 
three first cartilaginous eminences or between these 
eminences and the cranial tegument with invagina- 
tion of a portion of the epidermis. They therefore 
have their origin from the first branchial groove. 

Exploration is contra-indicated as the fistulz re- 
main quiescent unless they become infected. 

Congenital fistula in the region of the ear may be 
classified into five groups as follows: (1) those of the 
anterior curve of the helix; (2) those of the lobule; 
(3) those above the tragus; (4) those in front of the 
lobule; and (5) those of the neck. PACE. 


Lindemann, A.: Plastic Repair of Defects of the 
Jaw (Die plastische Deckung der Luecken der 
Kieferknochen). Chirurg, 1929, i, 817. 

Defects in the upper jaw may be filled in a reliable 
and satisfactory manner by prostheses, but for de- 
fects in the lower jaw free osseous autoplastic grafts 
are preferable to provide a scaffold for the regenera- 
tion of the bone and to act as a supporting surface 
for dental prostheses. Such grafts are indicated in 
cases of loss of mandibular continuity from injury, 
inflammation, or necrosis, the removal of tumors, 
and operations on congenitally small jaws and jaws 
which have failed to develop properly. In the West 
German Jaw Clinic at Duesseldorf, about 1,480 
bone transplantations have been done in the past 
fourteen years, and of these, approximately 1,360 
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were done for defects of the lower jaw. All except 
about 2 per cent were free transplantations. 

In more than 100 microscopic studies made by the 
author it was found that in no case does the im- 
planted tissue, i.e., pieces of bone or soft tissue, 
remain permanently. It is more or less rapidly re- 
placed by new tissue formation. The transplant 
causes an irritation of its bed resulting in fluid 
transudation which penetrates the implanted tissue 
more or less rapidly depending upon whether the 
latter is soft or hard. Erythrocyte infiltration fol- 
lows. Between the erythrocytes a network of endo- 
thelial tubes insinuates itself and a germinal tissue 
takes up the work of dissolving and replacing the 
implant. 

This process may proceed even beyond the limits 
of the original implant. It does not matter whether 
the size of the defect to be filled is large or small, 
whether the implanted bone lies in a bed containing 
living remnants of periosteum or bone still capable 
of regeneration, whether the soft parts to support 
the implant must themselves first be built up plas- 
tically and therefore contain no periosteal or endos- 
teal tissues, whether the defect is in the anterior re- 
gion of the jaw bone so that bony stumps are present 
for both ends of the implant, or whether, in the ab- 
sence of one of the stumps of bone, one end of the 
implant will be without support. ‘The growth and 
shape will be determined by the conditions of use of 
the implant as well as by the blood supply, and will 
be hampered by scar formation, tissue weakness, 
and impairment of the blood supply. 

The clinical cure which follows the anatomical 
healing will be complete after from two to three 
months. The immobilizing supports may then be 
removed and the dental prostheses applied. In 
young persons the strength of the structure and the 
site of the transplant will increase with the growth 
of the rest of the jaw. 

The procedures best suited to the varying condi- 
tions are illustrated by histories of cases of defects 
following the removal of a tumor or following in- 
jury. It is important to remove sources of infection 
and to make a preliminary correction of the position 
of dislocated bony stumps. Even small uneven 
stumps should be preserved unless their removal is 
necessitated by the nature of the original trouble 
(cancer, tuberculosis). The filling out of very large 
defects and plastic building up of the entire lower 
jaw should be done in several stages. After plastic 
reconstruction of the mandibular joint, the contact 
between the ends of the new joint sometimes be- 
comes loosened because the implanted bony section 
was too short or undergoes too rapid atrophy or be- 
cause the covering tissues, especially the muscles, 
are weak. The lower jaw then moves loosely and 
articulation and mastication suffer. In such cases 
the use of orthopedic dental prostheses and injec- 
tions of alcohol to secure the formation of a support- 
ing cicatricial pad may be of aid. 

In cases in which the lower jaw is too small, the 
surgeon should not be content with improving the 


external form by filling out the chin with bone, but 
should strengthen the power of mastication. In the 
West German Jaw Clinic good results were obtained 
in a large series of cases of receding chin by cutting 
through the horizontal ramus of the jaw in the region 
of the canine teeth or the first bicuspid on both 
sides, stretching the resulting bony defect until the 
loosened middle section containing the chin was 
brought into fairly exact relation to the upper jaw, 
fixing the jaw in the corrected position by means of 
Bruhn’s extension forceps and hooks after the appli- 
ance had been previously well tested in every detail 
on a model and in the mouth and, fitting in between 
the ends of each defect sections of bone obtained 
from the crest of the ilium. Extra-oral anesthesia of 
the second and third divisions of the trigeminus by 
Lindemann’s method will be entirely sufficient. The 
author discusses the advantages of obtaining the 
transplants from the crest of the ilium. The trans- 
plants are never fastened with foreign material such 
as wire and silk, but are fixed orthopedically. 
Grorc Scumipt (Z). 


Sudeck, P., and Rieder, W.: Malignant Tumors of 
the Mandible and Their Treatment (Die malig- 
nen Unterkiefertumoren und ihre Behandlung). 
Ergebn. d. Chir., 1929, xxii, 585. 

This is a detailed discussion of the pathogenesis, 
clinical and roentgen pictures, and treatment of 
sarcomata, carcinomata, endotheliomata on the 
borderline which sometimes run a benign course 
and sometimes a malignant course, adamantino- 
mata, and epulis tumors, with a review of the litera- 
ture and many of the authors’ own clinical and 
operative experiences. The text is supplemented 
by photographs of the patients and operatively re- 
moved specimens, roentgenograms, photomicro- 
graphs, and an extensive bibliography. 

When a sarcoma or carcinoma develops from an 
injury, the irritated wound does not heal and gran- 
ulation tissue is formed. From this granulation 
tissue the new-growth develops, but the conditions 
for its appearance are as yet wholly unexplained. 
The excision of tissue for histological examination 
is permissible if, for example, after the extraction of 
a tooth, the socket is found to be filled with gran- 
ulation tissue, but is not permissible if the tumor 
must first be operatively exposed and it is impos- 
sible to make an immediate histological examination 
and perform a radical operation if malignancy is 
found. 

The authors are convinced from their experience 
of the occurrence of central fibroma of the lower jaw, 
of malignant adamantinoma, and of central epi- 
thelial tumors of the jaw, malignant epulis. Operable 
cancer and sarcoma of the mandible must be oper- 
ated upon; radium and roentgen irradiation have 
proved disappointing. Radium treatment is supe- 
rior to X-ray treatment and in cancer of the upper 
jaw has given good results. 

The authors cite the case of a patient operated 
upon for a tumor of the jaw intermediate between 





iia te sh ee at 





SURGERY OF THE HEAD AND NECK 


an adamantinoma and a true basal-celled tumor of 
the skin which shows that artificial substitutes for a 
part of the jaw (prostheses) may be worn for years 
without signs of irritation even when the wound in 
which it is placed is not completely epithelialized. 
Koenig-Roloff ivory inserts were found of value 
chiefly in the cases of older persons. In others, the 
reconstruction of the living bony connection be- 
tween the stump ends of the jaw bone either imme- 
diately or later as conditions may indicate (in 
malignancy after six months) was done successfully. 
The authors do not approve of the ‘‘combined”’ 
procedure (implantation after fourteen days into 
the freshened granulating operative wound) or of 
Axhausen’s “preliminary implantation” in cases of 
malignant tumors. Georc Scumipt (Z). 


EYE 


Gifford, S. R.: Muscle Transplantation for Para- 
lytic Strabismus. Arch. Ophth., 1929, ii, 651. 


The author reports three cases of paralytic 
strabismus which were operated upon with good 
results. The operation was performed under general 
anesthesia in order that the extensive infiltration 
of local injection might be avoided. Following 
complete tenotomy of the opposing muscle and good 
exposure of the paretic and two vertical muscles, 
the outer third of the superior rectus was freed 
from its insertion and then sheered off with some of 
the scleral tissue. A similar procedure was carried 
out on the inferior muscle. Both transplants were 
then sutured through the upper third of the tendon 
of the paralyzed muscle and beneath that tendon. 

After the operation, double bandages were kept 
on for seven days. The stitches were removed on 
the tenth day. GeorceE R. McAuttrr, M.D. 


Rutherford, C. W.: Membranous Conjunctivitis 
with Loss of the Eyeballs, Report of Cases. J. 
Am. M. Ass., 1929, xCiii, 1779. 

Membranous conjunctivitis has been recorded in 
the literature since 1855 under the term pseudomem- 
branous, plastic, diphtheritic, non-diphtheritic, croup- 
ous, superficial, or deep conjunctivitis. Many fac- 
tors have been considered reponsible for its onset, 
and many types of treatment have been instituted, 
but there seems to be no definite knowledge regard- 
ing its etiology and therapy. 

The author sent inquiries regarding this condition 
to 100 ophthalmologists. From the 73 replies received 
he draws the following conclusions: 

1. Conjunctivitis is a state of reaction to injury or 
infection. 

2. The formation of membranous exudates is an 
intercurrent condition which cannot be produced by 
injuries or organisms alone. 

3. A predisposition or susceptibility must be pres- 
sent. This can result from: (a) an injury, slight or 
severe; (b) a local inflammation in the incubation, 
active, or convalescent stage, or (c) a general disease 
which has lowered the patient’s resistance. 
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4. To predisposition must be added organisms 
that are capable of doing harm. 

5. Membranous exudates of relatively short dura- 
tion occur in some cases of diphtheria. They occur 
also in a recurrent form of prolonged duration, espe- 
cially if streptococci are present. Frequently, both 
eyes are affected. 

6. The principal complication of membranous 
conjunctivitis is ulceration of the cornea with intra- 
ocular infection and loss of vision, if not loss of the 
eyeball. 

7. Treatment for the recurrent variety is usually 
without effect. 

8. Membranous exudation of the conjunctiva is 
only a symptom usually of some general disease in 
which the ophthalmologist may have a consultation 
interest or of an infection within the orbit for which 
he has a surgical responsibility. 

Lesire L. McCoy, M.D. 


Rucker, C. W.: Regeneration of the Cornea. Arch. 
Ophth., 1929, ii, 692. 

Rucker studied the regeneration of the cornea 
after excision of a part of it to discover what factors 
determine whether the newly formed corneal tissue 
will be clear or opaque. ‘The experiments were 
performed on rabbits. A disk from one-half to three- 
fourths the thickness of the cornea was removed 
from 1 to 2 mm. within the limbus. 

Complete regeneration usually occurred in a 
week, but the new tissue was so delicate that ulcers 
were frequently formed. The corneal stroma seemed 
to be partly regenerated. 

In a second series of experiments the lids were 
sewed together to protect the exposed stroma, but 
after five days the eyes became badly infected. 

In a third series, a conjunctival flap was drawn 
over the site of the operation, but the subconjunc- 
tival connective tissue became adherent to the cor- 
neal parenchyma before the epithelium could grow 
between them. 

Hence, in none of the experiments was it possible 
to preserve normal corneal transparency. 

GerorceE R. McAutirr, M.D. 


Rodin, F. H.: Angioma of the Iris: The First Case 
To Be Reported with Histological Examination. 
Arch. Ophth., 1929, ii, 679. 

The case reported in this article was that of a 
four-year-old boy without any known predisposing 
cause. Rodin cites also nine other tumors reported 
as angiomata of the iris, three of which may be 
considered as such from the clinical obervations 
and six of which were simple granulomata, granu- 
lation tissue, or spindle-celled sarcomata. 

GeorceE R. McAuttirr, M.D. 

De Courcy, T. L.: The Significance of Vitreous 
Opacities. Brit. M.J., 1929, ii, 999. 


The author believes that vitreous opacities are 
caused by: (1) changes in the condition of the 
capillary wall, such as thickening and arteriosclero- 
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sis; (2) changes in the condition of the blood, such 
as toxins, which interfere with the endothelial 
cells of the capillaries; or (3) changes in the vitreous 
itself, congenital, traumatic, or mechanical. Con- 
genital remnants may be left in the condensation of 
the fibrils as during embryonic development it is 
likely that some residue is separated and some of 
the fibrils remain. ‘Trauma, when not sufficient to 
cause hemorrhage may still upset the delicate 
mechanism of the vitreous gel, and a very small 
degree of trauma may cause separation of the 
protein base and liquify the vitreous, producing 


floaters.”” ‘Mechanical obstruction, as in venous 
thrombosis, produces hemorrhages from the ven- 
ules . . . with the unabsorbed residue left as vit- 


reous opacities.” 

The most common cause of vitreous opacities is 
an altered condition of the blood due to general or 
local toxic causes. The glandular system and even 
the ductless glands may be responsible. In the 
study of a case presenting vitreous opacities, the 
shape of the eye, the condition of the vitreous, ves- 
sels, and lens, and the patient’s age and past and 
present general condition must be considered. 

De Courcy believes it is quite possible that early 
cataracts and vitreous opacities have the same 
etiology. He describes the method of examination, 
the measurement of the opacities, the symptoms, 
and rare types. Lesuiz L. McCoy, M.D. 


EAR 


Fowler, E. P.: Limited Lesions of the Basilar 
Membrane. Arch. Ololaryngol., 1929, x, 624. 


Formerly it was thought that true tone gaps 
existed within certain narrow frequency ranges, 
although the frequencies to each side were easily 
heard. However, with the perfected IA audiometer, 
no true gaps occur and such areas have markedly 
defective hearing. These areas occur in nerve deaf- 
ness and obstructive deafness and are regularly 
formed in the area of 4,000 vibrations. Bone con- 
duction is usually lowered. Tinnitus is frequently 
present and may accentuate the depression within 
the dip frequencies. It appears that acoustic trauma 
and toxic neuritis may account for these dips. 
Small, limited lesions in or on the basilar membrane 
seem sufficient to produce the gaps. 

GerorGE R. McAutirr, M.D. 


NOSE AND SINUSES 


Skillern, R. H.: The Pathology and Diagnosis of 
Ethmoiditis. Ann. Olol., Rhinol. & Laryngol., 
1929, XXXVili, 902. 


Early in infection of the ethmoid the mucosa along 
the edge of the middle turbinate assumes a blanched 
and translucent appearance. Finally, true polypoid 
changes occur. The picture varies somewhat with 
the type and degree of the infection. 

The types of ethmoiditis are classified by the 
author as follows: (1) generalized infection of the 


mucosa, which may occur in a small or a large area 
and in rare instances is associated with empyema of 
one cell or a sharply defined growth of cells, (2) 
hyperplasia, and (3) combined hyperplasia and sup- 
puration. The first form is rarely diagnosed in its 
early stages, chiefly on account of the paucity of 
symptoms. It often results in grave systemic dis- 
turbances. Combined hyperplasia and suppuration 
are encountered in advanced cases of hyperplastic 
ethmoiditis. W. M. Parton, M.D. 


Fenton, R. A.: Radical Treatment of the Ethmoid: 
Intranasal. Amn. Otol., Rhinol. & Laryngol., 1929, 
XXXVill, 913. 

The standard procedures in the radical treatment 
of the ethmoid by the intranasal route are reviewed 
and discussed. The operative field as seen by the 
surgeon is portrayed by a series of sketches and the 
regions beyond visual control are indicated by lateral 
diagrams. 

The objects of the intranasal operation are, first, 
to secure aération, and second, to establish drainage 
without invading unaffected cellular structures. 
Local anesthesia supplemented by a preliminary 
scopolamin-morphine injection is recommended. Con- 
tra-indications of a general nature include disease 
which may be implanted in the operative field. 
Acquired atresia, the small nostril of childhood, and 
the intracranial complications of ethmoid suppura- 
tion forbid intranasal procedures. 

Intranasal surgery of the ethmoid may be done in 
several stages. This conservative tendency is gaining 
more general acceptance. Intranasal ethmoid pro- 
cedures are grouped as follows: (1) improved meth- 
ods of access, including septal resection, partial 
middle turbinectomy, removal of polypi, and inva- 
sion of the anterior cells; (2) invasion of the anterior 
cells carried back through the posterior cells without 


turbinectomy; and (3) turbinectomy combined with - 


invasion of anterior cells and removal of the ethmoid 
mass en bloc with the turbinate attached. 

The procedures of choice in the hyperplastic and 
suppurative types of ethmoiditis are discussed. The 
instruments used should have broad rounded out- 
lines. The immediate after-treatment should be 
limited to haemostasis; care should be taken not to 
interfere with the normal process of healing. 

In conclusion the author states that intranasal 
surgery of the ethmoid has been found highly satis- 
factory within the limitations of its indications, and 
that excessively radical methods carried out blindly 
through the narrow nasal pathway are to be con- 
demned. W. M. Paton, M.D. 


MOUTH 


MacKenty, J. E.: The Operative Treatment of 
Cleft Palate: A New Method. Arch. Ololaryngol., 
1929, X, 491. 

Following a brief historical review of the surgi- 
cal correction of cleft palate, MacKenty quotes 

Mauken’s conclusions as follows: 
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1. The operation should be advocated only when 
there is a fair likelihood of success. 

2. It should be done only by those possessing 
skill and experience. 

3. If multiple operations are probable, the patient 
or his parents should be so informed. 

4. The operation should be done as early as 
possible. 

5. The operation aims at improvement of the 
patient’s health, his general morale, and his speech. 

6. Speech education is imperative. 

MacKenty believes that too little attention has 
been given to the preparation of the child for oper- 
ation. He states that the premaxilla may be re- 
placed from four to-eight weeks after birth. The 
palate should usually be operated on at the end of 
the first or the beginning of the second year. 

In the cases of older children, the tonsils and 
adenoids should be removed and the teeth and 
gums properly cared for. Since septic infection and 
traumatism are important factors causing failure, 
the strictest asepsis must be maintained and the 
operation performed with minimal trauma. 

In the procedure used by the author, an incision 
is made along both edges of the cleft and the peri- 
osteum is elevated from the center outward to about 
the apex of the alveolar ridge. ‘The sutures are 
placed, but not tied at this time. 

To relieve lateral flap tension, a silver or lead 
band about 1 cm. wide is passed through an incision 
just posterior to the alveolar ridge into the naso- 
pharynx and brought out through a similar inci- 
sion on the opposite side. Traction on the two ends 
of the band relieves the tension as the palate sutures 
are tied. The ends of the band are then brought 
together and clamped, relief from suture tension 
being thereby obtained. 

To reduce disturbance by tongue pressure, an 
obturator of platinoid wire fitting the alveolar 
process and with cross bars over the palate is used. 
This is sewed to the gum at three points and left in 
place until the sutures are removed. It gives con- 
siderable protection and yet in no way obscures 
inspection or interferes with cleaning. When teeth 
are present, clasps are used to retain the obturator. 

As the result of the use of these mechanical de- 
vices the incidence of primary healing has been 
increased at least 20 per cent, and in uncomplicated 
cases complete union results in 95 per cent. 

CHARLES W. FreEeMAN, M.D. 


Wassmund, M.: Suppurative Processes of the Floor 
of the Mouth (Die eitrigen Prozesse des Mund- 
bodens). Vijschr. Zahnheilk., 1929, xlv, 1, 272. 

The author bases his conclusions on clinical, 
operative, and anatomical observations made in 
more than 350 cases of severe purulent processes in 
the floor of the mouth which were treated during the 
last six years. 

He believes that the term ‘‘Ludwig’s angina,” 
which signifies only a single and not-constant symp- 
tom of these conditions, should be dropped and the 
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disease which spreads as a phlegmon (the true 
“‘phlegmon of the floor of the mouth”) should be 
distinguished from purulent breaking down of the 
floor of the mouth and the neighboring spaces 
(“‘abscess of the floor of the mouth,” “abscess of the 
submaxillary space,’ ‘‘abscess of the sublingual 
space,” and “‘abscess of the floor of the mouth and 
the parapharyngeal space’’). 

In the 35 cases of phlegmon seen by the author 
during the years 1927 and 1928 there were 4 deaths, 
whereas in the 143 cases of abscess, there was no 
mortality. The process developed, not in the skin or 
the subcutaneous connective tissue, but in one or 
more of the preformed spaces of the floor of the 
mouth (the fascia-lined submental space, the space 
in the musculature at the base of the tongue, the 
right and left sublingual spaces not lined by fascia, 
and the right and left submaxillary spaces lined by 
fascia). The author describes these spaces in detail 
with illustrations showing the point of origin, the 
point of entry, and the routes of spread of the in- 
fectious process. 

The most important factors in the spread of the 
process are the open connection with the para- 
pharyngeal and retropharyngeal spaces, the burrow- 
ing downward of the infection from these spaces 
into the spaces in the neck containing the large ves- 
sels and into the mediastinum or upward along the 
internal and external pterygoid muscles into the 
pterogypalatine fossa (8 cases in the author’s mate- 
rial with 2 deaths from meningitis and thrombophle- 
bitis of the cavernous sinus) or into the region of the 
temporal bone, rupture into the parotid space, inva- 
sion of the process from the submaxillary space into 
the vascular spaces of the neck, extension downward 
over the hyoid bone, and the combination of phleg- 
mon of the floor of the mouth and the cheek. 

Involvement of the parapharyngeal and retro- 
pharyngeal spaces has previously been overlooked 
because swelling is not visible externally and the 
accompanying total locking of the jaws obstructs the 
view into the mouth and pharynx. 

The chief cause of suppurative processes in the 
region of the jaw, the cheeks, and the floor of the 
mouth is disease of the teeth, especially disease of 
the dental pulp and its sequel. Disease of the roots 
of teeth remaining latent for years may be suddenly 
made manifest by weakening of the general condi- 
tion due to an infectious disease, injury, or operation. 
After the teeth have been lost necrotic foci in the 
bony walls of the sockets may remain. The roentgen 
examination may be deceptive. Even when there is 
no tooth-ache, the teeth may be responsible for the 
inflammatory process in the soft parts and therefore 
should always be carefully examined. Severe sup- 
purations of the floor of the mouth often follow the 
extraction of teeth or operations on the mouth when 
the wounds become infected. Among other causes 
are ulcers of the wisdom tooth, the careless injection 
of a local anesthetic, infected fractures and osteo- 
myelitis of the jaw, salivary gland inflammation and 
salivary stone disease, inflammation of the palatine 
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tonsil (this is often falsely assumed when the point 
of origin is a diseased tooth), suppurative inflamma- 
tory conditions of the face and mouth, injuries of the 
soft parts of this region, the submaxillary lympha- 
denitis of scarlet fever and measles, and paradonto- 
sis. In the author’s cases the cause was obscure in 
only 5 per cent. 

The course of the process is mild when staphylo- 
coccus albus is the infecting organism. A mixture of 
streptococci renders the prognosis less favorable. 
Severe conditions are produced by the putrefactive 
organisms, the anaérobes, and the organism of grippe 
(in the year 1927). 

In the clinical picture the phlegmonous and the 
abscessing forms are to be differentiated although 
the distinction is not sharp. There is one group with 
a chronic course; another (more numerous) in which 
the swelling progressively increases but ultimately a 
circumscribed abscess is formed; a third group (the 
largest) with severe acute suppuration of the floor of 
the mouth; and a fourth group with uninterrupted 
progression of the phlegmon and general sepsis. 

The clinical symptoms vary also according to 
which of the anatomical spaces mentioned is in- 
volved and according to whether or not, in the severe 
progressing phlegmonous varieties, other parts of the 
body are affected. 

The treatment begins with exact localization of 
the condition and the removal of obvious foci of dis- 
ease, especially in the teeth. The treatment of the 
suppurative process in the soft parts consists first of 
conservative procedures and later of whatever surgi- 
cal procedures are indicated such as opening of the 
suppurative area for drainage of the inflammatory 
products and the ingress of oxygen, ligation of the 
large veins to prevent dissemination of the infectious 
material, and possibly tracheotomy. In every case 
care must be taken to preserve the defensive and 
healing powers of the body. 

The article is supplemented with a bibliography. 

Gerorc Scumipt (Z). 


Gask, G. E., and Moir, E. D.: The Technique of 
Radium Treatment of Carcinoma of the 
Tongue and Mouth. Acta radiol., 1929, x, 403. 


The authors describe the methods of examining 
the patient, estimating the dosage of radium, and 
inducing general and local anesthesia. They em- 
phasize the importance of eliminating oral sepsis. 

The primary growth is usually treated by inter- 
stitial irradiation with radium needles or radon seeds. 
The period varies from six to fourteen days. 

The glandular areas are treated with radium nee- 
dles according to a standardized arrangement cover- 
ing the submental, submaxillary, and sternomastoid 
regions. The needles are left in position for from sev- 
en to ten days. When the glands are large they are 
first irradiated by an external radium collar of 
Columbia paste. 

After the irradiation the patient is watched and a 
second treatment is given if it becomes apparent 
that the first treatment was inadequate. Anti- 
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syphilis treatment is given whenever the Wasser- 
mann reaction is positive. 


PHARYNX 


Jessen, J.: The Treatment of Carcinoma of the 
Tonsil (Ueber die Behandlung von Tonsillarkrebs). 
Ugesk. f. Leger., 1929, i, 329. 

The author reports twelve cases of tumor of the 
tonsil which were treated by various methods. All 
were advanced cases coming to treatment too late. 
In some of them metastases were present. The ages 
of the patients ranged from thirty-three to sixty-two 
years. Eleven of the patients were men. Of four 
patients who were treated by radium implantation, 
all died. At first, there was improvement in the 
sense of local disappearance of the tumor with, in 
some instances, complete epithelialization of the 
necrotic areas, but an even more rapid growth of 
tumor tissue soon occurred in the surrounding tis- 
sues. Microscopic examination also showed that in 
the healed areas the cancerous tissue had entirely 
disappeared, but that the tumor cells in the sur- 
rounding tissues still exhibited lively growth. The 
author explains the behavior in the surrounding tis- 
sues by assuming that these tissues were injured by 
the implantation of the radium and thereby rendered 
unable to resist the growth of the cancerous masses. 

Six other cases of tumor of the tonsil—four of 
carcinoma and two of sarcoma—were treated with 
the roentgen rays. The patients with carcinoma 
showed no change under this treatment and all of 
them died. In one of the cases of sarcoma the local 
tumor completely disappeared after three irradia- 
tions, but death occurred at the end of a month from 
cerebral metastases. Autopsy demonstrated the 
absence of local recurrence. In the other case the 
roentgen treatment was instituted after operative 
removal of the tumor and the patient is still free 
from recurrence after thirteen months. 

Cases of extensive carcinoma were treated by 
diathermy coagulation. Local destruction of the 
tumor resulted, but the treatment had no effect on 
recurrence or metastasis. 

The author concludes that circumscribed sar- 
comata should be treated by extirpation of the tumor 
followed by .roentgen irradiation, and generalized 
sarcomata by roentgen irradiation only, and that 
circumscribed carcinomata should be treated with 
large doses of radium, and extensive carcinomata 
by electrocoagulation and roentgen irradiation. 

Luz (Z). 


NECK 


Hurxthal, L. M.: The Significance of the Various 
Signs and Symptoms Following Subtotal 
Thyroidectomy for Hyperthyroidism. Surg. 
Clin. N. Am., 1929, ix, 1319. 

There are numerous minor signs and symptoms 

which occur simultaneously with the marked im- 

provement following subtotal thyroidectomy for 
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hyperthyroidism. Most of them suggest the possi- 
bility of one of the more serious sequel which may 
occasionally follow subtotal thyroidectomy, viz., 
postoperative myxcedema, tetany, laryngeal paraly- 
sis, and persistent or recurrent hyperthyroidism. 
However, these minor symptoms are usually of 
comparatively little importance. 

Post-operative myxcedema appears as a rule with- 
in six months after the operation. It is associated 
with a low basal metabolic rate, but its severity is 
not always in agreement with the basal metabolic 
rate. Loss of hair is frequent in myxcedema, but is 
also very common after thyroidectomy and is in- 
variably followed by a new growth within six 
months. Sensitiveness to cold and puffiness of the 
eyelids are common features of myxcedema, but 
both may be residual conditions from the hyper- 
thyroid state. Brittleness of the finger nails, dry- 
ness of the skin, and stiffness of the joints are often 
complained of. 

In active tetany following operation, Chvostek’s 
or Trousseau’s sign is almost invariably positive if 
the blood calcium is below 7.5 mgm. Muscular 
cramps suggest tetany, but are so exceedingly com- 
mon for the first six months after thyroid operations 
that their significance is often problematical. 

The question of the presence of mild persistent 
hyperthyroidism must be decided in a small per- 
centage of cases. The clinical impression rather than 
the metabolism test should be considered first. 
Where there is considerable doubt, as to the presence 
of persistent hyperthyroidism, the condition is 
usually absent and iodine will be of no benefit. If 
there are easily palpable thyroid remnants and if 
the metabolic rate is high normal or above normal, 
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Lugol’s solution will prove partially effective in 
most instances and completely effective in some. 

The distinction between persistent and recurrent 
hyperthyroidism is often arbitrary. Patients pre- 
senting symptoms of hyperthyroidism after they 
have shown a normal metabolic rate with complete 
clinical cure at any one examination following sub- 
total thyroidectomy are considered to have a re- 
currence. In recurrent cases there is what appears 
to be a regrowth or hyperplasia of thyroid tissue 
with toxic symptoms. Lugol’s solution will be al- 
most as effective in these cases as in untreated 
cases. Further removal of thyroid tissue is advisable 
if, after a reasonable length of time, iodine solution 
has not given maximal results. 

Weakness of the voice is a fairly common com- 
plaint following subtotal thyroidectomy. It is not 
accompanied by hoarseness, and laryngeal exam- 
ination reveals no paralysis of the vocal cords. In 
most instances it passes off within a year. 

SAMUEL Kaun, M.D. 


Brandberg, R.: A Case of Tumor of the Carotid 
Body with Thrombosis of the Arteria Carotis 
Internis. Acta chirurg. Scand., 1929, xv, 464. 


The author describes a tumor of the carotid body 
in a woman twenty-one years of age which was re- 
moved without resection of the large arteries. The 
internal carotid artery was found to be thrombosed. 
The author believes that the thrombosis was caused 
by disturbances of circulation arising from com- 
pression and backward and upward displacement of 
the artery by the tumor. The postoperative course 
was smooth. When the patient was re-examined two 
years later she was found free from recurrence. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Gardner, W. J.: The Therapeutic Effects of En- 
cephalography. Pennsylvania M. J., 1929, xxxiii, 
120. 

In the cases of 19 patients suffering from the se- 
quélz of cranial trauma the average follow-up in- 
terval after therapeutic encephalography was nine 
months. Of 12 patients with posttraumatic epilepsy, 
4 had no further attacks, 5 had attacks less fre- 
quently, 1 showed no improvement, and 2 had at- 
tacks more frequently after the treatment. Of the 
12 patients suffering from posttraumatic headache, 
2 were completely relieved, 8 were benefited, 1 
reported no improvement, and 1 stated that the 
headache was more severe. Of 6 patients suffering 
from tinnitus, 2 were entirely relieved, 2 were bene- 
fited, 1 reported no change, and 1 stated that the 
condition was worse. Of the 8 patients complain- 
ing of posttraumatic vertigo, 2 were entirely re- 
lieved, 3 were benefited, and 3 noted no change. 

Fourteen patients with a clinical diagnosis of es- 
sential epilepsy were followed for an average period 
of nine and three-tenths months after encephalog- 
raphy. Five of them reported complete relief, 4 
stated that the convulsive seizures were definitely 
less frequent, 3 were not benefited, and 2 stated that 
their condition was worse. In this group the asso- 
ciated symptoms of headache, tinnitus, and vertigo 
were relieved as much as the convulsive seizures. 

The encephalography was always done with the 
patient in the sitting position. As the fluid was with- 
drawn from the lumbar sac in 5-c.cm. amounts, it 
was replaced with air in similar amounts until no 
more fluid could be obtained. A constant check was 
kept on the intraspinal pressure by means of a water 
manometer, and marked fluctuations in pressure 
were avoided. The immediate ill effects were head- 
ache, diaphoresis, nausea, and vomiting. No per- 
manent ill effects were observed, and there were no 
disasters in a series of over 100 encephalographies for 
esions of the central nervous system. 

Knut H. Houck, M.D. 


Fujibayashi, K.: Internal Hydrocephalus Produced 
Experimentally by the Intraneural Injection of 
India Ink (Ueber den experimentellen Hydro- 
cephalus internus durch Intraneuralinjektion von 
Tusche). Acta schole med, univ. Imp., Kioto, 1929, 
xii, 195. 

Heretofore the experimental production of in- 
ternal hydrocephalus was always accomplished by 
means of agents injected directly intracranially 
through the occipital region. Recently it has been 
shown that certain fluids can be injected easily 
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through the entire nervous system. The author has 
made various drugs reach the brain by way of the 
sciatic nerve. In the investigations reported in this 
article he injected the sciatic or the median nerve 
of young rabbits and cats with a suspension of India 
ink or lamp black in machine oil in amounts of from 
0.5 to 2.8 c.cm. in a single portion or in as many as 
four portions. The results varied with the amount of 
the ink and the method of injection. 

At necropsy the carbon particles were found over 
almost the entire brain surface, especially on the 
basal surface and often in the clefts between the 
hindbrain and the midbrain. Following direct 
injection into the cranial cavity through the 
atlanto-occipital ligament, the carbon particles are 
distributed chiefly over the dorsal surface of the cere- 
bellum and in small amounts over the basal surface. 
After injection of the sciatic or median nerve a con- 
siderable amount of India ink was found in many 
cases in the ventricles, especially between the plexus 
folds of the fourth ventricle. ‘The carbon particles 
probably entered the ventricle through the com- 
munication at the fourth ventricle (the foramina of 
Magendie and Luschka). 

The appearance of the carbon particles in the 
ventricles did not always produce an internal hydro- 
cephalus. The following four types of observations 
were made: (1) no carbon particles within the brain, 
even though they were found in considerable 
amounts outside of the brain; ventricles unchanged; 
(2) carbon particles around the medulla oblongata, 
but not in the ventricles; ventricles dilated; (3) car- 
bon particles within the brain cavities, but ventricles 
undilated; and (4) carbon particles in the ventricles 
and ventricles dilated. 

In cases in which the ink particles were found, 
not in the ventricles, but around the medulla oblon- 
gata, the dilatation of the brain cavities appeared 
only late. The appearance of carbon particles in 
the ventricles did not always produce dilatation, 
but their appearance in the brain cavities or at least 
a deposit of carbon around the medulla was the 
necessary prerequisite for the development of in- 
ternal hydrocephalus. The third, fourth, and lateral 
ventricles were affected singly or combined. “Ex- 
ternal hydrocephalus” was also observed, but was 
only partial. The space between the hindbrain and 
the midbrain, which normally is a narrow cleft filled 
by the plexus of the third ventricle, was dilated and 
always revealed a considerable amount of carbon. 

As causes of the dilatation of the brain cavities 
following the injection of foreign bodies, two fac- 
tors are mentioned, namely: (1) obstruction of the 
circulation of the spinal fluid as a result of the occlu- 
sion of its passage by the foreign bodies, and (2) 
hindrance to the passage of the fluid by reactionary 
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inflammation in the brain and its membranes. These 
two factors cannot be separated as the foreign bodies 
always produce a reactionary inflammation. At any 
rate, the circulation of the spinal fluid was obstructed 
by the injection of ink or by the secondary inflam- 
mation, and the constantly accumulating fluid pro- 
duced the dilatation of the brain cavities. 

In conclusion the author says that so far as the 
foreign body effect is concerned, intraneural in- 
jections lead to the same results as the direct 
intracranial introduction of foreign bodies, and he 
believes that the sheath spaces of a peripheral nerve 
afford an easy passage to the brain. 

Louts NEUWELT, M.D. 


Dickerson, D. G.: Intracranial Hemorrhage. 
Northwest Med., 1929, xxviii, 535. 


Dickerson reports six cases illustrative of extra- 
dural, subdural, subarachnoid, and chronic sub- 
dural hemorrhage and intracranial hemorrhage of 
the newborn in which persistence of the symptoms 
and the presence of focal signs led to operative inter- 
ference. Uneventful recovery resulted in every case. 

Spinal puncture is mentioned as a valuable diag- 
nostic and therapeutic measure, but the hazards of 
its indiscriminate use are emphasized. 

Knut H. Houck, M.D. 


Manenkow, P. W.: Experimental Contributions on 
the Mechanism of the Rirect Affection of the 
Oblongata in Acute Diffuse Peritonitis ([xperi- 
mentelle Beitraege zum Mechanismus der direkten 
Affektion der Oblongata bei akuter diffuser Peritoni- 
tis). Zischr. f. exper. Med., 1929, \xvi, 338. 

The experiments reported by the author were car- 
ried out on rabbits. The vagus nerves were sectioned 
just beneath the diaphragm in one animal, and 
after three weeks a 1:100 dilution of a twenty-four- 
hour culture of staphylococci was injected subse- 
rously into the wall of the stomach of this rabbit 
and a control animal. In order to render the condi- 
tions in both animals as similar as possible, the con- 
trol rabbit was subjected to a laparotomy with pull 
on the stomach at the time that the nerves were cut 
in the experimental animal. In later experiments 
the staphylococcus culture was injected in a dilu- 
tion of 1:400. 

In order to determine the importance of intoxica- 
tion by way of the blood stream in peritonitis, one 
rabbit was subjected to a laparotomy and an injec- 
tion of staphylococci into an ear vein and a control 
animal was subjected to a laparotomy and a sub- 
serous injection of staphylococci into the wall of the 
stomach. 

In another series of experiments the author 
studied the local reaction following the injection of 
staphylococci into the stomach, intestines, urinary 
bladder, uterus, abdominal wall, and parametrium. 
He draws the following conclusions: 

1. The cause of the rapid death in peritonitis lies 
in paralysis of the vasomotor and respiratory cen- 
ters of the oblongata (Heineke). 
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2. In this paralysis the vagus plays an important 
role. Interruption of the neurolymphatic path of 
the vagus, the direct connection between the organs 
in the abdominal cavity and the oblongata, protects 
the latter from quick and severe involvement in 
peritonitis (Pigalew and Buschmakina, Speransky). 

3. If only a few of the branches of the vagus nerve 
are preserved, the difference between the length of 
survival of the infected animals and the control ani- 
mals disappears (Manenkow). 

4. The intoxication of the oblongata does not 
occur by way of the blood stream. All of the ani- 
mals infected by intravenous injection survived by 
an appreciable length of time the controls which re- 
ceived the injections in the gastric wall (Manenkow). 

5. The tissues of the organs which have a direct 
neurolymphatic connection with the central nervous 
system (stomach, abdominal wall, urinary bladder) 
showed a much more marked local reaction than the 
organs which have no such connection (large intes- 
tine, uterus) (Manenkow). GEBELE (Z). 


Adie, W. J., Dott, N., Dodds, E. C., Cairns, H., and 
Others: Discussion on Diseases of the Pituitary 
Body. Proc. Roy. Soc. Med., Lond., 1929, xxiii, 
201. 

ApIE discussed pituitary tumors according to the 
staining reactions of the cells. He classified them as 
granular and agranular adenomata. The former 
have acidophile and basophile cells. Adie stated 
that there is a rough agreement between the cell 
structure of the tumor and the symptoms, but no 
rigid formula is applicable to all cases. A tumor may 
be large and cause failure of vision but may not pro- 
duce demonstrable glandular symptoms. Persistent 
glycosuria occurs with granular adenomata only, and 
usually in advanced cases. A knowledge of the 
course of the disease is a guide to the proper treat- 
ment of all pituitary lesions. Surgery is indicated 
only to relieve headache and conserve vision. In 
acromegaly, X-ray therapy should be tried. Until 
substitution therapy is better developed, surgery is 
not indicated in cases of glandular disturbance. 

Adenoma of the anterior lobe without acromegaly 
is the most common and by far the most important 
pituitary tumor. It is an agranular adenoma. The 
cardinal sign is loss of vision; there may be no other 
sign. The tumor associated with acromegaly is usu- 
ally a simple granular adenoma of the anterior lobe. 

The diagnosis of pituitary disorders may be very 
difficult. Pituitary tumor should be suspected in 
every case of failing vision without obvious cause. 
Tabes and pituitary tumor with progressive optic 
atrophy may be differentiated by the Argyll-Robert- 
son phenomenon. 

Third in frequency are tumors arising from the re- 
mains of Rathke’s pouch and from groups of cells on 
the stalk. These are practically the only neoplasms 
that occur in childhood. Their symptoms differ 
according to the type, size, and location, of the tu- 
mor. A correct diagnosis is usually made because of 
the finding of calcification of the cyst wall in the 
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roentgenogram. These tumors are relatively unfa- 
vorable for operation. 

Diabetes insipidus is an important manifestation 
of pituitary disease. Its exact nature and the mecha- 
nism of its production are not understood, but it is 
known that the condition may result from lesions of 
the pituitary body as well as lesions of the hypo- 
thalamus. The further elucidation of this and other 
signs of pituitary disorders will require the combined 
efforts of the clinician, biochemist, and experimental 
physiologist : 

Dorr discussed the surgical types of pituitary dis- 
orders, the treatment indicated, and the results of 
treatment. He described seven cases as examples of 
the different types of disorders. He stated that evi- 
dence now seems to show that eosinophile cells are 
concerned with growth and basophile cells with 
sexual development and activity; hence there is need 
of revising the nomenclature according to the cell 
types. 

He advocated radiotherapy for early adenomata 
and surgical relief of pressure when vision is im- 
paired. The transsphenoidal approach is best for 
simple adenomata and the transfrontal approach for 
cases with intracranial expansion. ‘The results de- 
pend upon the degree of advancement of the disease, 
but on the whole are encouraging and satisfactory. 

Dopps called attention to the fact that while the 
connection between the secretion of the anterior lobe 
and growth has been known for many years, it has 
been proved by direct experimental evidence only 
recently. There are at least two, and probably 
three, separate hormones secreted by the anterior 
lobe. Exact experimental methods have now been 
evolved for the study of various disorders of growth, 
infantilism, and mental disorders. 

LryTon stated that for several years he had been 
of the opinion that pituitary extracts contain at 
least two different substances. This theory was 
proved correct by the recent isolation of vasopressin 
and oxytocin. From a trial of several pituitary ex- 
tracts in a case of diabetes insipidus, he concluded 
that the fresher preparations have a more marked 
effect than older preparations, and that filtering de- 
creases the value of the extract. 

CRITCHLEY discussed the pathology of the epi- 
thelial tumors of the pituitary and infundibulum 
after tracing the embryonic development of the 
pituitary body. Using Duffy’s classification, he 
grouped the suprapituitary epithelial tumors as: 
(1) cysts of Rathke’s pouch, and (2) craniopharyn- 
geal duct tumors, which include (a) papillary cysts, 
(b) adamantinomata and (c) spinal-celled or prickle- 
celled carcinomata. He described the chief charac- 
teristics of each group. 

Carrns discussed differential points from the sur- 
gical viewpoint. He stated that while surgery is 
necessitated in some cases by disturbances of inter- 
nal secretion, it is indicated in the largest group by 
so-called “‘neighborhood signs,” viz., optic atrophy, 
hemianopsia, and enlargement of the sella turcica. 
In the former group, acromegaly may be caused by a 





suprasellar growth and removal of the tumor results 
favorably. ‘‘Froehlich’s syndrome” may result from 
several different pathological lesions; in some cases 
the treatment is surgical, but in most it is non- 
surgical. Suprasellar cysts are differentiated mainly 
by the calcification shown by the X-ray (75 per cent 
of cases). 

Cases of suprasellar meningiomata are charac- 
terized by bitemporal hemianopsia, optic atrophy, a 
sella turcica of normal size, and absence of endocrine 
symptoms. Cases of ‘meningioma en plaque’? show 
optic atrophy, a defect in the visual fields, a change 
in the shape of the sella turcica, and unilateral exoph- 
thalmos. Gliomata of the optic chiasm cause 
obesity, polyuria, and polydipsia in addition to the 
other signs of pituitary tumor; the sella may be 
eroded forward and the visual disturbances may be 
entirely out of proportion to the disk changes. 
Gliomata of the third ventricle differ from those of 
the optic chiasm in that they produce early papil- 
loedema from hydrocephalus and do not cause tem- 
poral hemianopsia. Cerebral aneurism may produce 
the signs of a pituitary tumor. The sella turcica may 
be enlarged by the pressure of a secondary hydro- 
—- The visual fields should be examined 
early. 

PicKwortu showed a large number of slides illus- 
trating the relationship of sphenoidal sinus infection 
to disorders of the pituitary gland in cases of mental 
disorder. 

GRAVES pointed out four symptoms in mental 
cases which seem to have a direct relationship to 
pituitary function: (1) general loss of muscle tone, 
(2) disturbance of the peripheral circulation (pallor, 
cyanosis), (3) disturbance of nutrition (emaciation, 
obesity), and (4) disturbance of the reproductive 
mechanism (amenorrhcea). 

ALBERT S. CRAwFrorbD, M.D. 


Aloin, H.: The Clinical Development and Treat- 
ment of Abscesses of the Cerebrum and Cere- 
bellum of the Encephalitic Type (Considérations 
sur l’évolution clinique et le traitement des abscés 
du cerveau et du cervelet, forme encéphalitique). 
Lyon chir., 1929, xxvi, 503. 

Following a report of two cases of abscess of the 
cerebrum and one case of abscess of the right lobe of 
the cerebellum, the author discusses certain points 
in the diagnosis and treatment of brain abscesses re- 
garding which there is a lack of agreement. 

In Aloin’s opinion, the classical picture of signs of 
general infection, increased intracranial pressure, and 
localizing signs is not very reliable. Fever is rather 
rare and of less aid in the diagnosis than a discrep- 
ancy between the pulse and the temperature. A sign 
of real value which is rarely mentioned is rapid 
emaciation; the patient practically ‘melts away” 
in certain cases of severe suppurating war wounds. 
Signs of intracranial hypertension are always pres- 
ent, but in the beginning they are often transitory 
and unstable. Headache is significant when it is as- 
sociated with other symptoms. Its intensity is more 
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important than its localization. It is almost always 
accompanied by psychic disturbances, even in am- 
bulatory cases. All of the author’s patients have 
shown torpor and apathy. Slowing of the pulse is an 
excellent sign, but is intermittent and requires nu- 
merous examinations for its determination. Exam- 
ination of the eyegrounds often shows signs of in- 
flammation of the adjacent brain tissue, but some- 
times these signs are lacking. Localizing signs are 
late; the picture is not complete until too late for 
effective operation. Lumbar puncture should be 
performed to eliminate meningitis. In all of the 
author’s cases the meninges were normal. In his last 
case only headache and stupor suggested brain ab- 
scess. 

The primary lesions should be treated first, the 
source of infection being removed so far as possible. 
At a second operation, puncture should be done to 
find the pus and the abscess should be opened and 
drained. Drainage should be continued as long as 
necessary, and the patient kept under careful ob- 
servation. There has been a great deal of discussion 
in regard to the method of drainage. The author 
thinks drainage should be accomplished by free cra- 
niectomy, the diseased brain being allowed to herni- 
ate through the wound and drain itself. The open- 
ing in the skull should measure at least 6 by 6 cm., 
and a small crucial incision should be made in the 
meninges. The day after the opening is made the 
diseased brain tissue will protrude through the 
wound. The wound should be enlarged progressively 
as much as is necessary to prevent strangulation and 
gangrene of the herniated brain. Aloin follows the 
development of the hernia and incises enough to ef- 
fect decompression. Handling of the wound should 
be reduced to the minimum. The author uses dress- 
ings of gauze covered with sterilized vaseline which 
allow the secretion to escape and prevent the forma- 
tion of adhesions. The herniated mass of brain tissue 
continues to function. As the hernia of the brain is a 
defense measure, the tissue should not be excised. 
This method of drainage by exteriorization of the in- 
flamed brain tissue greatly improves both the im- 
mediate and the late prognosis. 

Aubrey G. MorcGan, M.D. 


PERIPHERAL NERVES 


Solieri, S.: Neuralgia of the Median Nerve Caused 
by a Supra-Epitrochlear Process (Nevralgia del 
nervo mediano da processo sopra-epitrocleare). 
Chir. d. organi di movimento, 1929, Xiv, 171. 


The supra-epitrochlear process is a small bony 
formation which develops abnormally on the lower 
part of the inner surface of the humerus half way be- 
tween the internal and anterior margins of this bone 
and about 60 mm. above the most prominent point 
of the epitrochlea. A fibrous band passes from it to 
the epitrochlea. As a rule the process is from 6 to 
18 mm. long, but Zagni found one which was 4 cm. 
long. It is evidently a degenerative reversion. It 
rarely causes symptoms, but the author reports a 
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case in which it caused intense pain in the area sup- 
plied by the median nerve. The patient was a man 
nineteen years of age, of a low type with eyebrows 
meeting in the middle of his forehead, a protruding 
jaw, and darwinian tubercles. ‘The process was on 
the left arm 6 cm. above the bend of the elbow. Its 
tip was blunt and directed forward, downward, and 
inward. The pulsation of the humeral artery could 
be felt just inside it. The right arm and the rest of 
the skeleton were normal. Roentgen examination 
showed that the bone of the process was less com- 
pact than that of the shaft of the humerus. 

Resection of the process was followed by immedi- 
ate relief of the pain, but in six months a recurrence 
developed. Removal of the newly formed bone at a 
second operation was again followed by relief of the 
neuralgia. ‘wo months after the second operation 
the patient was still free from pain, but roentgen ex- 
amination showed the formation of an incompletely 
ossified lamina of bone. 

The author thinks that the recurrence developed 
because he detached the periosteum over the process 
and replaced it after the operation. He concludes 
that the process should be removed with its perios- 
teum and the fibers of insertion of the pronator teres. 

Auprey G. Morcan, M.D. 


Leinati, F.: Reunion of Peripheral Nerve Stumps 

After Lesions with Large Losses of Substance 

(La riunione a distanza dei monconi dei nervi peri- 

ferici nelle lesioni con forte perdita di sostanza). 
Chir. d. organi di movimento, 1929, xiv, 152. 


In experiments on twenty-four dogs the author 
removed up to as much as 30 mm. of the sciatic nerve 
and substituted dog tendon for it. He found homol- 
ogous tendon to be a good substitute for catgut and 
silk because it does not cause an inflammatory reac- 
tion, it is more resistant and more readily absorbed 
than catgut, and when the defect measured no more 
than 20 mm. it served as a good conductor for nerve 
fibers and brought about the formation of a good 
nerve scar and good neurotization of the peripheral 
stump. 

The histological and trophic results in Leinati’s ex- 
periments were much better than those obtained by ~ 
Edinger’s method, but the functional results during 
the observation period of ten months were no better 
than those obtained with the methods in common 
use. Aubrey G. Morcan, M.D. 


SYMPATHETIC NERVES 


Leriche, R., and Fontaine, R.: The Réle of Cica- 
trization Neuromata of the Sympathetic in the 
Remote Postoperative Results of Sympathec- 
tomies (Sur le réle des névromes de cicatrisation du 
sympathique dans les suites post-opératories éloi- 
_ des sympathectomies). J. de chir., 1929, xxxiv, 
282. 


A regeneration neuroma has never been found in 
the adventitia after periarterial sympathectomy. 
After three or four months the nerve network of the 
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adventitia is completely reconstituted. The re- 
generation occurs at the expense of the Remak fibers. 

As Langley found that the cervical sympathetic 
functioned perfectly within less than a month after it 
had been sectioned, the authors studied only cases in 
which the extent of the resection excluded all possi- 
bility of regeneration. They investigated the effect 
of resection of the sympathetic chain and of peri- 
arterial sympathectomy. They found that in dogs 
and rabbits resection is followed regularly by the 
formation of a neuroma which is more or less marked 
and in all respects analogous to the neuroma follow- 
ing the amputation of a spinal nerve. 

Nikolajeff reported that, in dogs, the adventitial 
network takes three months to regenerate. 

On two occasions the authors performed a second 
periarterial sympathectomy six and fourteen months, 
respectively, after the first one and on the same side 
as the first one. In both cases the vascular effect of 
the second operation was as pronounced as that of 
the first. On microscopic examination the sheath re- 
moved at the second operation was found to be 
formed of dense connective tissue containing numer- 
ous Remak fibers irregularly distributed. However, 
the histological appearance is not an. accurate 
criterion of the functional value of regenerated fibers. 

The authors report two clinical cases of neuroma 
formed after section of the rami communicantes of 
the stellate ganglion and ablation of the superior 
cervical ganglion. In one, it caused an extreme 
ptosis which was relieved only when the patient 
turned her head to the left, the side on which the 
intervention was done, and a sensation of burning in 
the eye so intense as to prevent any work requiring 
close attention. In the other case it caused a return 
of the crises of angina pectoris for which the opera- 
tion was done. Removal of the neuroma resulted in 
a cure in each case. Neuromata forming after section 
of the sympathetic are usually silent, but endanger 
the success of the operation. Pace. 


MISCELLANEOUS 


Wilkinson, H. J.: The Innervation of Striated 
Muscle. Med. J. Australia, 1929, ii, 768. 


The author has undertaken a general and ex- 
tensive survey of the innervation of the striated 


muscle in representatives of the principal tetrapoid 
groups, namely, amphibia, reptilia, the lower mam- 
mals, and man. His purpose is to throw more light 
on this problem and particularly to seek evidence 
in support of Hunter’s theory that one group of 
muscle fibers is supplied by somatic nerves and 
another group by sympathetic nerves. 

The tissues were stained by the intravital meth- 
ylene blue method of Ehrlich and by the gold- 
chloride method of Ranvier with modifications in 
each case, and were mounted after teasing, cutting, 
and pressing. The findings are shown by photo- 
micrographs. In addition to the literature, Wilkin- 
son has studied the laboratory material of Boeke, 
Agduhr, and Bielschowski. He summarizes this 
article and his conclusions as follows: 

1. All muscle fibers are innervated solely by so- 
matic nerves, that is, cerebrospinal nerves. Hunter’s 
hypothesis, based on the work of Kulchitsky is 
therefore untenable. 

2. Terminations en grappes that occur in lower 
vertebrates may be either immature forms of motor 
terminations or afferent, not sympathetic endings, 
as was formerly thought. The observations on these 
terminations seem to suggest that the bead-like ends 
of the terminal branches of an axone represent the 
growing ends of nerves. 

3. The muscle spindles are found to have both 
sensory and motor innervation, and the somatic 
motor innervation of the intrafusal fibers both in 
the lower vertebrates and in mammals is confirmed. 

4. Negative findings are reported with regard to 
the sympathetic innervation of striated muscle fibers 
and a criticism of Boeke’s and Agduhr’s original 
preparations is given. 

5. The view is advanced that in striated muscle 
tissue sympathetic nerves supply only the blood 
vessels and are concerned only with regulation of 
the circulation. 

6. The possible mode of action of the sympathetic 
and vasodilator nerves is also described. 

7. The plurisegmental control of muscle fibers is 
discussed and new evidence is presented. 

In an appendix there is a discussion on the inner- 
vation of the gut and the control of peristalsis. 

Knut H. Houck, M.D. 
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CHEST WALL AND BREAST 


King, E. S. J.: Postoperative Fat Necrosis of the 
Breast. J. College Surg. Australasia, 1929, ii, 233. 


In the case of an obese woman with large pendu- 
lous breasts a mammary tumor was removed and 
microscopically diagnosed as ‘“‘pre-cancerous masti- 
tis.” After healing, two hard, irregular, painless 
lumps appeared in the scar just below the skin. 
These were adherent to the skin, but free from the 
deeper tissues. The nipple was retracted. The 
breast was amputated. 

Microscopic study of the nodules showed the 
typical picture of traumatic fat necrosis: degener- 
ated material, fatty acid and cholesterol crystals, 
round-cell infiltration, fibroblastic and endothelial 
proliferation, many ‘‘fetal’’ fat cells, and two types 
of giant cells—a foreign-body type with large oval 
nuclei, centrally placed, and a fat giant-cell type 
with a more definite cell outline, abundant proto- 
plasm containing fat, and fewer small, round darkly- 
staining nuclei. 

There were therefore two degrees of changes 
involving the fat tissue of the breast: (1) a true 
traumatic fat necrosis with death of the adipose 
tissue, and (2) a chronic inflammatory change with 
hyperplasia of the fat cells resulting from some 
irritant. 

An analysis of the pathological progression in all 
cases of fat necrosis demonstrates that necrosis due 
to injury of tissue occurs first. Secondarily, fatty 
acids and cholesterol set up a reaction of chronic 
inflammatory and proliferative changes. ‘This is 
followed by repair and replacement of the fatty tis- 
sue by fibrous tissue, which results in hard nodules 
and nipple retraction. J. Dante, Wiems, M.D. 


Marsh, M. C.: Spontaneous Mammary Cancer in 
Mice. J.Cancer Research, 1929, xiii, 313. 

This article is based on a study of spontaneous 
mammary cancer inbred in the albino house mouse 
for a period of years at the New York State Institute 
for the Study of Malignant Disease. The findings 
of such studies show that the tendency to develop 
malignant tumors is a very fundamental and power- 
ful one which is resistant alike to measures to dimin- 
ish it and measures to increase it. Its exhibition in 
generation after generation gives the impression that 
it is strongly hereditary. The tumors grow unre- 
strained by any medication that does not strike also 
at the life of the animal itself. 

The mice studied in the investigations reported by 
Marsh came from the Lathrop-Loeb stock which 
produces only adenocarcinoma of the mammary 
gland in the female. The males transmit the tend- 
ency, but do not develop the tumor. In Strain 3, 


tumors developed in from 85 to 93 per cent of the 
females. They appeared between the fifth and the 
twentieth month of life and reached their highest 
incidence in the eighth month. When the females 
were prevented from breeding, the neoplasms 
occurred at a much later age period and their inci- 
dence was reduced. For the maximal development 
of mammary tumors it was necessary for the ovaries 
to function in breeding. 

The maximal (corrected) incidence of tumors in 
Strain 3 was 94 per cent. ‘There was a diminution of 
tumor yield when certain foods were given, but no 
conclusions were reached as to which factors were of 
importance. 

The tumor is an adenocarcinoma of the mammary 
gland. About half of the mice had multiple tumors. 
This incidence of multiple tumors is higher than 
that reported by others. Seven of the tumors were 
accredited to one host. In one-third of the mice the 
tumor disseminated. The dissemination occurred 
almost always to the lungs, occasionally to the liver 
or lymph nodes, and rarely to the spleen. The per- 
centage of mice having metastases was increased by 
repeated vigorous massage. 

In Strain 1, which was developed from the same 
stock as Strain 3 but differed physically in being 
lighter and more slender, the tumors were firmer, 
ulcerated differently, and developed later and less 
frequently than in Strain 3. Their incidence was 55 
per cent. These differences persisted uniformly over 
years of continuous breeding and were evidently a 
part of the inherited tendency. Some form of hered- 
ity evidently controls the exhibition of tumor tend- 
ency just as it does the other characters admitted to 
be hereditary. A mendelian interpretation seems 
probable, but there are so many environmental and 
other complicating factors that genetic interpreta- 
tion of tumor origin is obscured. 

Tumor origin is favored by complete nutrition and 
is inhibited by malnutrition and intercurrent disease 
(parasitism, unidentified infections, etc.) Tumors 
develop most frequently in the most robust, heaviest, 
and fully nourished individuals. 

All mice harbor nematode parasites in the intes- 
tine. A strain bred free from helminths showed no 
diminution in the incidence of spontaneous mam- 
mary tumors. Harry C. SActzstern, M.D. 


Pianese, F.: Is the Histological Picture of So-Called 
Carcinomatous Mastitis Always the Same? (La 
cosi detta mastite carcinomatosa presenta sempre lo 
stesso quadro istopatologico?) Arch. di ostet. e 
ginec., 1929, XXXVvi, 693. 

The term ‘“‘carcinomatous mastitis” is used to in- 
dicate a form of tumor of the breast the chief char- 
acteristics of which are a very rapid clinical course 
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and symptoms which are quite like those of an in- 
flammation. This tumor is rather rare. It is seen 
usually in women between thirty-five and forty years 
of age. However, childbearing and lactation are not 
the cause as it may develop in their absence. It oc- 
curs in an acute and a subacute form. The former 
generally ends in death in from six weeks to two and 
a half months and the latter is fatal in about ten 
months. In both there is apt to be a rapid recurrence 
in the other breast after operation. 

There is considerable disagreement as to the histo- 
logical nature of this tumor. According to the most 
generally accepted theory, the neoplasm is a carci- 
noma of very rapid development, made up for the 
most part of very atypical epithelial cells. The cells 
seem to be of an undifferentiated type and instead of 
forming tubes as in the ordinary type of carcinoma 
of the breast they assume a spherical form with the 
appearance of large alveoli. From histological ex- 
aminations made in five cases, Cocci concluded that 
the neoplasm is a lymphangio-endothelioma. 

In an attempt to settle the question the author 
made a very careful study of the case of a woman 
thirty-nine years of age who had a typical acute 
carcinomatous mastitis. Removal was followed by 
recurrence in the other breast and death in profound 
cachexia in a little over a month. Pianese describes 
the histological findings, which were those of perithe- 
lioma, and concludes that tumors of different types 
of structure may cause the clinical picture under 
discussion. Auprey G. Moran, M.D. 


Keynes, G.: The Treatment of Primary Carcinoma 
of the Breast with Radium. Ac/a radiol., 1929, x, 
393- 


During the last five years the author has come to 
regard treatment of primary carcinoma of the breast 
with radium needles as preferable to operation. In 
the period from August, 1924, to April, 1929, ninety 
patients were treated with radium. 

The dosage employed by Keynes is relatively 
small (up to 100 mgm.) and the time of exposure is 
long (seven days or more). The radium is distrib- 
uted in two main areas: (1) the primary growth, and 
(2) the lymphatic drainage, including the pectoral 
area, the axilla, and the infraclavicular, supraclavicu- 
lar, and intercostal spaces. ‘The needles are inserted 
through small stab wounds under nitrous-oxide oxy- 
gen anesthesia. 

The effect on the primary growth is usually com- 
plete after four months. If the tumor has not en- 
tirely disappeared at the end of that time it may be 
necessary to consider further treatment, operative 
or radiological. An extensive operation is never re- 
quired. As a rule no operation is performed. En- 
larged lymph glands usually disappear under radium 
treatment. 

In the first fifty of the cases reviewed, histological 
proof of the nature of the growth was obtained, but 
in the others no specimen was taken as it has been 
found that cutting into the tumor sometimes re- 
sults in the appearance of an implantation growth. 


Histological evidence of the effect of radium on 
the tumors has been obtained. 

Twenty-three of the ninety patients whose cases 
are reviewed were treated recently. Of the remain- 
ing sixty-seven, forty-one had an operable tumor. A 
good result was obtained in forty-five cases, twelve 
of which were inoperable. Patients have remained 
apparently cured up to four and a half years after 
the treatment. 


Kahn, M.: On the Question of Pre-Operative and 
Postoperative X-Ray Treatment of Breast 
Carcinoma. Radiology, 1929, xiii, 422. 


In a series of 148 cases of carcinoma of the breast 
with extensive involvement of the glands at the 
time of operation it was found that surgery failed 
to cure more than 1o per cent for five years and 
that, so far as cure was concerned, the addition of 
postoperative X-ray irradiation was of no marked 
benefit. However, it has been possible by X-ray 
treatment alone or in combination with colloidal 
lead to relieve pain and produce recalcification in 
metastatic bone lesions. 

Pain is an indication for X-ray treatment whether 
metastasis can be demonstrated or not. Deep 
irradiation is of value chiefly after metastasis has 
taken place. It is then indicated, first, for the relief 
of pain, and second, for the prolongation of life. 
All cases with either single or multiple metastatic 
bone lesions should be treated by deep irradiation as 
soon as possible. The arrest of destruction and re- 
calcification may not be demonstrable for periods 
ranging from several months to a year or two. It 
is generally advisable to have the patient return at 
intervals of three months for observation and further 
treatment. 

BLoopGoop, in discussing this report, stated that 
there is no evidence that irradiation has added to 
the percentage of cures in cancer of the breast, but 
it is important for the public and the profession to 
know that irradiation with the X-rays or radium or 
both is the only treatment that offers any relief 
when recurrence or metastasis produces pain and 
discomfort. In too cases of intravenous lead treat- 
ment there was no evidence that lead was at all 
helpful with or without irradiation. In the early 
stages, surgery offers most. 

J. Frank Dovucuty, M.D. 


Schmitz, H.: The Five-Year End-Results in Car- 
cinoma of the Breast. Radiology, 1929, xiii, 392. 


Schmitz reviews 250 carcinomata of the breast. 
One hundred and seven were primary and 143 were 
recurrent. Good results over a period of five years 
were obtained in 27.1 per cent of the cases of primary 
tumors and in 16.85 per cent of those of recurrent 
tumors. The treatment was as follows: 

Primary tumors: (1) single, limited, freely movable 
growths—surgery; (2) multiple, limited, freely 
movable growths, with or without inferior axillary 
gland involvement—surgery followed by irradiation; 
(3) movable tumors of the breast with superior 
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axillary gland invasion and adhesion to the skin 
or the pectoralis muscle—irradiation followed by 
surgery; (4) rigid fixation to the pectoralis muscle 
or axillary structures or ulceration of the skin or 
supraclavicular node involvement—palliative treat- 
ment and irradiation to check the growth and 
relieve pain. 

Recurrent tumors: (1) local, freely movable re- 
currence—irradiation followed by surgery; (2) 
regional freely movable axillary gland recurrence 
—irradiation followed by surgery; (3) local and 
regional but freely movable recurrence—irradiation 
followed by surgery; (4) fixed local or regional recur- 
rence or ulceration of the skin or supraclavicular 
gland involvement—palliative treatment and irradi- 
ation to attempt to check the growth or relieve the 
pain. 

Irradiation should not be given after operation 
until complete healing of the operative wound has 
occurred. After irradiation, operation should be 
delayed for from eight to ten weeks; otherwise 
primary union of the tissues will be delayed and 
infection will be more apt to occur. 

FRANK B. Berry, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Hudson, W. A., and Jarre, H. A.: Functional 
Studies of the Tracheobronchial Tree with the 
Aid of the Cin-Ex Camera. Brit. J. Radiol., 1929, 
ii, 523. 

After a review of the literature on the function of 
the tracheobronchial tree, the authors briefly de- 
scribe a new camera, the Cin-Ex camera, by means 
of which they are able to take from one to four 
X-ray pictures per second. Their studies were made 
on dogs, a normal human being, a patient with bron- 
chiectasis, and two patients with asthma. 

They state that X-ray pictures can be made on 
film bands as fast as from one to four per second 
with the ordinary X-ray laboratory equipment. 
They believe that in certain cases functional studies 
made in this way will aid in the selection of thera- 
peutic measures. They conclude that there is a true 
peristaltic mechanism in the tracheobronchial tree 
which is disturbed by long-standing bronchial infec- 
tion and is intensified in conditions of an asthmatic 
nature. They found that in normal persons lipiodol 
is forced into the alveoli by a suppressed cough, and 
that in patients with emphysema it flows into the 
alveoli readily. Louis P. Gambeg, M.D. 


Macklin, C. C.: Functional Aspects of Bronchial 
Muscle and Elastic Tissue. Arch. Surg., 1929, 
xix, 1212. 


The wall of the entire bronchial tree is made up 
of a smooth muscle network infiltrated with elastic 
tissue. It is a continuous, branched, contractile, 
myo-elastic tube which is built up in a characteristic 
and systematic manner and extends throughout the 
entire system of airways from the trachea to the fine 
terminal bronchioles and alveolar ducts and the 
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mouths of the alveoli, but not into the alveolar 
walls. The alveoli open into the alveolar ducts like 
cups with rims encircled by the muscle and elastic 
fibers which suggest a sphincter that never com- 
pletely closes but merely widens and narrows. The 
alveolar walls are free from. muscle fibers except a 
very few which dip into them from the alveolar 
ducts. The elastic connective tissue, like the mus- 
cular tree, is also a continuous system from the 
larynx to the alveoli, but it does not terminate at 
the alveolar mouths. Fine fibers and delicate strands 
are continued on into the alveolar walls themselves. 
The direction of the muscle fibers as well as that of 
the elastic fibers is mainly circular, but in many 
instances is oblique or longitudinal. Such a system 
is obviously built to permit changes in the length 
and the width of the individual tubes. 

The muscles of the bronchial tree are involved in 
changes of length, changes of width, and peristaltoid 
movements. Examination with the X-ray, broncho- 
scope, or other means reveals an elongation and 
widening of the air tubes on inspiration and a short- 
ening and narrowing on expiration. This is the 


‘general principle underlying ventilation of any 


tubular system. The lung could not be inflated if 
the bronchial tubes were rigid. Movement of the 
bronchial musculature is indissociable from respira- 
tion. Inspiration is the inflow of air under atmos- 
pheric pressure. The air tubes stretch and dilate 
and the air chambers fill. The alveoli change from 
the shape of a cup to that of a saucer, simulating the 
opening of a sphincter. On expiration, the action is 
reversed, consisting of a progressive contraction be- 
ginning at the periphery of the air system and sweep- 
ing toward the trachea, the air volume being thereby 
diminished. Therefore in this action the myo- 
elastic bronchial tree functions as an active deflat- 
ing agent. 

As demonstrated by others, the bronchial mus- 
culature also engenders a peristaltoid movement in 
the form of a continuous wave travelling from the 
periphery toward the center and freeing the tubes 
of harmful exudates. 

The nervous control of the bronchial musculature 
comes from the vagus and the sympathetic system 
and consists of both dilator and constrictor fibers. 
It forms a part of an elaborate reciprocal system 
which brings about a codrdination between the intra- 
pulmonary and extrapulmonary respiratory mus- 
culature. 

The article is supplemented by numerous illus- 
trations of the author’s material and that of Baltis- 
berger (Zéschr. f. Anat. u. Entwickl., 1921, Ixi, 259). 

J. DanteEL WItLEms, M.D. 


Phillips, E. W., and Scott, W. J. M.: The Surgical 
Treatment of Bronchial Asthma. Arch. Surg., 
1930, Xix, 1425. 

Mobilization of the chest wall and, within the past 
six years, surgical attempts to influence a possible 
nervous control of the paroxysms are the measures 
available in bronchial asthma after the failure of 
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medical treatment. Three factors have been con- 
sidered as possible causes of the decrease in the 
caliber of the finer air passages with its resulting 
dyspnoea: (1) spasm of the intrinsic muscles, (2) 
mucosal swelling, and (3) abnormal secretion. It is 
not known whether the partial stenosis is chiefly in 
the small bronchi or in the bronchioles, and the 
underlying mechanism which produces the parox- 
ysmal dyspnoea is not definitely known. 

The réle of the extrinsic nerves of the lung in an 
asthmatic paroxysm is no clearer than the local con- 
dition in the air passages that produces the stenosis. 
There seems to be a bisystem, a bilateral nerve sup- 
ply to each lung, the tracts of which are carried 
through the vagus and the sympathetic systems. It 
is generally believed that the vagus is the main 
bronchomotor nerve and that many bronchostenotic 
fibers are present also in the sympathetic. An at- 
tractive theory without many supporting facts is 
that the sympathetic fibers are the afferent side of a 
reflex arc. 

Operations on the extrinsic nerve supply include 
unilateral and bilateral cervical sympathectomy and 
vagotomy. In a few cases unrelieved by operation 
on one system relief has resulted from operation on 
the other system, but the majority of secondary op- 
erations have been unsuccessful. Cases in which the 
dyspnoea is due to cardiac insufficiency or glandular 
involvement at the hilum are entirely unsuited to 
operation. 

Kuemmell, in 1926, reported the isolation and sec- 
tion of the posterior rami which, according to 
Braeucker’s experimental work, removes all extrinsic 
control of bronchiolar constriction in one lung from 
both systems and both sides. So far as could be ascer- 
tained, this has been done only three times and has 
had good immediate results. 

Operations on the chest wall consist in immobiliza- 
tion of the wall of the emphysematous type of chest. 
Freund, who first introduced the method, performed 
a unilateral chondrectomy to allow increased expan- 
sion. This procedure still seems to be best suited for 
this type of case. Of the various measures used to 
prevent rib regeneration, electrical and chemical 
cauterization seem to be the most rational. 

Miscellaneous procedures include surgical treat- 
ment of nose and throat infections and the correction 
of tracheal compression by the removal of an en- 
larged thyroid. Roentgen therapy may influence so- 
called bronchial asthma by reducing the size of en- 
larged tracheobronchial glands. Splenectomy has 
been suggested by Henek, but no information is 
available concerning this procedure. 

Approximately 50 per cent of the severe cases of 
bronchial asthma have been definitely benefited by 
surgical procedures and a few have been cured. Al- 
though interruption of either the vagus or sympa- 
thetic system alone has resulted successfully, it is 
considered more logical to sever both systems at the 
posterior pulmonary plexus. The authors cite a case 
in which the latter method was used and improve- 
ment has been present for eight months. Operation 


on the autonomic nervous system is still in the ex- 
perimental stage. Mobilization of the chest wall in 
suitable cases should precede any attempt at inter- 
vention on the autonomic system. 

EK. S. Prarr, M.D. 


Coryllos, P. N., and Birnbaum, G. L.: Bronchial 
Obstruction, Its Relation to Atelectasis, 
Bronchopneumonia, and Lobar Pneumonia. 
Am. J. Roentgenol., 1929, xxii, 401. 


Bronchial obstruction, when complete, interferes 
with ventilation, circulation, and free drainage of 
the pulmonary area corresponding to the obstructed 
bronchus. Atelectasis, circulatory disturbances, and 
pulmonary cellulitis result. The clinical symptoms 
and physical signs of bronchial obstruction are vari- 
able, but there are definite and constant changes 
which can be reliably demonstrated by roentgen- 
ography and bronchoscopy. 

The authors carried out 2 series of experiments on 
dogs. In one, bronchial obstruction was produced 
by a rubber balloon introduced by bronchoscope into 
a selected bronchus and the balloon was filled with 
radio-opaque sodium-bromide solution to form a 
complete obstruction which could be interrupted at 
will. In the other, pneumonia was produced by in- 
sufflating a culture of pneumococcus by means of an 
atomizer through a bronchoscope into a bronchus. 
In both, roentgenograms of the chest were made and 
studied. 

A striking similarity of the roentgenograms in 
both conditions was demonstrated. There was hazi- 
ness of the involved lung with elevation of the dia- 
phragm on the involved side and displacement of 
the mediastinum toward the affected lung. Extrac- 
tion of the balloon (after from six to twenty-four 
hours) was followed by aération of the affected lung 
and gradual return of the diaphragm and medias- 
tinum to normal. Exactly the same phenomena oc- 
curred in the spontaneous cure of the experimental 
pneumonia. This parallelism extended to other signs 
and symptoms and to pathological autopsy findings. 
The principal difference was a general toxicity in the 
animals with pneumonia which was almost entirely 
absent in the animals with bronchial obstruction. 

Upon these similarities the following theory of 
postoperative atelectasis (pneumonia) is based: 

Anesthesia reduces the vital capacity and causes 
stasis and the accumulation of bronchial secretion, 
irritation of the bronchial mucosa, and secondary 
infection, i. e., bronchitis. The obstructing exudate 
is then either expelled from the lung (by cough, etc.) 
or complete obstruction of the bronchus takes place. 
The trapped alveolar air is absorbed, and atelecta- 
sis follows. Cellulitis and pneumonitis progress. In 
pneumonia the same pathogenesis is found. In ad- 
dition, a severe toxicity will appear because the 
infecting organism is a newly introduced pneumo- 
coccus of high virulence instead of the saprophytic 
bacteria of low virulence which are usually present in 
bronchitis. In both conditions cure results by crisis 
or lysis as soon as the lung is drained by aération. 
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This theory puts lobar pneumonia in the same 
class with other infectious processes occurring in 
closed and undrained spaces. The objection to it, 
that frequently at autopsy no bronchial obstruction 
is found in atelectasis or lobar pneumonia, is 
answered by the evidence from many bronchoscopic 
observations in human cases in which the bronchus 
corresponding to the affected area was constantly 
found occluded by exudate. 

In direct contradistinction to the classical con- 
ception, roentgenograms of massive lobar pneumonia 
in man give proof that in unilateral pneumonia the 
more extensive the involvement and the greater the 
number of lobes affected the more marked will be 
the displacement of the heart and trachea toward 
the affected side and the elevation of the homo- 
lateral diaphragm. This means that the consolidated 
lung is smaller, not larger, than the normal. Proof 
of this is given by the fact that when the trachea of a 
pneumonic dog is clamped before the thoracic cavity 
is opened and the lungs, heart, and trachea are then 
removed together, the consolidated lung is always 
smaller than the healthy lung. 

The circulatory changes in atelectatic and consoli- 
dated lungs were studied by means of injections into 
the jugular veins of living animals. Iodized oil and 
India ink were used. Roentgenograms after the 
injection of iodized oil give not the slightest evidence 
of impairment of the arterial tree in the lung, whereas 
microscopic sections of lungs injected with India ink 
showed impairment of the capillary circulation pro- 
portionate to the degree of alveolar collapse or shrink- 
age. 

In both atelectasis and pneumonia there are simi- 
lar disturbances in the gaseous exchanges—an in- 
crease of carbon dioxide in the arterial blood due to 
insufficient ventilation. Hyperventilation with a 
mixture of from 5 to ro per cent carbon dioxide in air 
seems to have a specific action not only in stimulat- 
ing the respiratory center, but also in reducing the 
pH of the exudate and thus interfering with the 
development of the pneumococcus. 

It is claimed that lobar pneumonia is a pneumo- 
coccic atelectasis due to bronchial obstruction by 
mucous exudate infected with virulent pneumococci. 
Atelectasis (postoperative pulmonary complications) 
differs only in the type of low virulence organism, 
Pneumococcus Group IV. The evolution of the dis- 
ease syndrome is: bronchitis—obstruction—atelec- 
tasis—pneumonia. 

A bibliography of 177 references is appended. 

J. Dantev WILteMs, M.D. 


Coryllos, P. N., and Birnbaum, G. L.: The Cir- 
culation in the Compressed, Atelectatic, and 
Pneumonic Lung (Pneumothorax-Apneumatosis- 
Pneumonia). Arch. Surg., 1929, xix, 1346. 

In this article a new method for the study of the 
arterial and capillary circulations in the lung is pre- 
sented—intrajugular injections of iodized oil for the 
arterial circulation and intrajugular injections of 
Ringer’s solution and India ink for the capillary 


411 


circulation. As the result of their studies with this 
method, the authors draw the following conclusions: 

1. Circulation and ventilation of the lung are 
parallel functions; when ventilation is impaired cir- 
culation is decreased and vice versa. 

2. In the compressed atelectatic (apneumatic) 
and consolidated lung the circulation is progressively 
impaired. This impairment is due to, and _ reg- 
ulated by, the degree of collapse of the alveoli 
and not to capillary thrombosis or capillary com- 
pression by alveolar exudate as has been believed 
heretofore. 

3. Lobular pneumonia is comparable to lobular 
atelectasis and lobar pneumonia to lobar atelec- 
tasis. The circulatory changes are exactly the same 
and are related to impaired ventilation due to occlu- 
sion of a lobular or lobar bronchus with exudate. 
Their clinical severity depends on the virulence of 
the microbes concerned. 

4. In pneumonia and atelectasis, strikingly 
similar pictures are obtained so far as the evolution 
of circulatory impairment is concerned. 

5. Only the capillary circulation is involved. 
The circulation in the pulmonary arterial tree is not 
affected. The capillary impairment is not complete. 

6. Changes observed in the size of the alveoli in 
lobar pneumonia offer new proof in favor of the 
view that bronchopneumonia and lobar pneumonia 
should be considered as the infectious variety of 
patchy or lobar atelectasis respectively. 

. Emit C. RopirsHek, M.D. 


Dyke, C. G., and Sosman, M. C.: The Postural 
Treatment of Postoperative Massive Atelec- 
tatic Collapse. Surg., Gynec. & Obst., 1929, xlix, 
752. 

This article is based chiefly on a study of four- 
teen cases of postoperative massive atelectasis 
occurring at the Peter Bent Brigham Hospital, 
Boston, during the period from 1925 to 1928 in- 
clusive. 

The condition develops with about equal fre- 
quency in both sexes and has very little relation to 
age. In ten of the cases reviewed it occurred in the 
first three months of the year, and in six of these it 
developed in March. The type of operation seemed 
to play no part in its causation. In eleven cases 
the anasthesia was induced with ether alone, and 
in the others with nitrous oxide and oxygen sup- 
plemented by ether. In thirteen cases the condition 
occurred in the right lung, and in ten of these in the 
lower lobe of that lung. 

The authors discuss the mode of production of 
massive atelectasis, the morbid anatomy, symp- 
toms, physical signs complications, relapses, clinical 
varieties, prognosis, diagnosis, prophylaxis, and 
treatment. Brief case reports are given, together 
with roentgenograms made in five cases. 

The following conclusions are drawn: 

1. Obstruction to the air passages is essential 
for the production of the condition. The obstruc- 
ting material is thick, tenacious mucus. 
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2. Usually many secondary factors are involved, 
such as a decrease in the vital capacity, an in- 
creased cough reflex, infrequent postural change 
during and after the operation, and limitation of 
thoracic and abdominal mobility by the operation. 

3. The condition is not a reflex nervous phe- 
nomenon. 

4. It does not occur contralateral to the side 
operated upon unless the patient lies on his side 
during the operation, as in renal operations. 

5. In the treatment, the Santé maneuver is 
very efficacious. 

6. Hyperventilation of the lungs with carbon 
dioxide and oxygen should be done at the end of 
operation and during the first forty-eight hours 
thereafter. ; 

7. The patient’s position should be changed 
frequently during the first few days after the opera- 
tion, and the use of sedatives should be restricted. 

8. The mortality from the condition is very low. 

Cart R. SremnkE, M.D. 


Bérard and Lardennois: The Surgical Treatment of 
Pulmonary Tuberculosis (Traitement chirurgical 
de la tuberculose pulmonaire). Presse méd., Par., 
1929, XXXVii, 1332. 

The authors limited their study to operations per- 
formed to collapse the lung—thoracectomy, phrenic- 
ectomy, separation of the parietal pleura, and api- 
colysis. About 5 per cent of cases of pulmonary 
tuberculosis are suitable for surgery. The results 
depend upon the degree of collapse obtained and the 
tendency of the pathological tissue to undergo re- 
traction. 

Thoracoplasty is rendered less dangerous if it is 
done in several stages and in a sanatarium. It may 
be performed only if the patient has maintained good 
general resistance, which is seldom the case when 
the condition is active but is often the case in fibrin- 
ous inactive tuberculosis of long standing. While 
pneumothorax may be employed during the active 
stage of the condition, thoracoplasty must be de- 
ferred until the infection has become quiescent. Uni- 
laterality of the tuberculosis is a much more strict 
requirement for thoracectomy than for pneumo- 
thorax and phrenicectomy. Phrenicectomy gives 
only partial collapse. It is rather an accessory 
measure. On account of the greater latitude allow- 
able as regards both unilaterality of the infection 
and general resistance, phrenicectomy is applicable 
in a much larger number of cases than thora- 
coplasty. 

Thoracoplasty is indicated in cases of unilateral 
and inactive ulcerofibrous lesions in which pneumo- 
thorax is impossible, unilateral fibrocaseous tuber- 
culosis, and fibrous forms with hemoptysis in which 
the general resistance is good; also as a complement 
to abandoned or insufficient pneumothorax. Neither 
age nor pregnancy is a contra-indication. The 
operation gives its best results between the ages of 
fifteen and forty years. It is contra-indicated by 
organic disturbances, especially cardiovascular in- 


sufficiency, dyspnoea, cyanosis, and laryngeal, renal, 
and intestinal infections. 

The indications for phrenicectomy differ from 
those of thoracoplasty only in extent. Phrenicec- 
tomy is valuable in cases of serious ulcerous lesions, 
stabilized or not, which develop with a retractile 
tendency. It is indicated also in fibrocaseous or 
caseous tuberculosis of average severity when pneu- 
mothorax has failed and thoracoplasty is inapplic- 
able. Strict unilaterality of the infection and good 
general condition are not necessary. Patients with 
lesions in the base are no better subjects for phrenic- 
ectomy than those with lesions in the apex. As the 
success of the operation does not depend upon the 
degree of ascent of the diaphragm, it appears that 
the immobilization of the lung plays a more impor- 
tant réle than the reduction of its size. The authors 
consider phrenicectomy a preliminary stage in every 
thoracoplasty. It serves also as a functional test of 
the opposite lung, and may give results in cases of 
recurrent hemoptysis. 

In 98 cases operated upon before January, 1929, 
including 39 treated by thoracectomy (25 of which 
were operated upon in several stages) and 34 treated 
by partial thoracectomy, very good results were ob- 
tained in 22, good results in 18, fair results in 7, and 
no results in 2. Eighteen of the patients died soon 
after the operation and 25 died later. ‘The results in 
6 cases are unknown. Of 120 phrenicectomies, 53 
gave positive results. PAce. 


Lilienthal, H.: Direct Drainage of Tuberculous 
Pulmonary Cavities. Arch. Surg., 1929, xix, 1161. 


Until recent years the author considered unwise, 
if not dangerous, to open a tuberculous cavity of the 
lung, but experience in three cases showed that the 
procedure may be free from hemorrhage and that 
the tendency toward the formation of a permanent 
fistula is in proportion to the degree of collapse of 
the walls of the cavity. The cavities may be drained 
directly through the wall of the chest or into an 
associated open empyema cavity. Surgical openings 
into tuberculous cavities in the lung show a strong 
tendency toward spontaneous healing, }. 

WitiraM E. SHACKLETON, M.D. 


Cole, D. B., and Johns, F. S.: Therapeutic Pul- 
monary Collapse. Arch. Surg., 1929, xix, 1193. 


Surgical intervention in pulmonary tuberculosis 
has for its aim compression of the affected lung to 
obliterate cavities and to put the lung at rest and 
aid its blood and lymph circulation. The outcome 
depends largely on the selection of the patients, 
the type of collapse, the time of operation with 
regard to the stage of the disease process, and the 
amount of compression obtained. 

In cases of moderately advanced pulmonary tu- 
berculosis reviewed by the authors, pneumothorax 
was followed by favorable results with few compli- 
cations. Of thirty patients with tuberculous pneu- 
monia or exudative tuberculosis, fourteen became 
apparently well and able to work, ten recovered 
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partially, and six died. Five developed pleural fluid, 
and three, empyema, following the operation. 

Pneumothorax was used also in the treatment of 
fifteen patients with tuberculous abscesses of the 
lungs. By injecting small quantities of air at fre- 
quent intervals drainage was facilitated and the 
spread of the process was arrested. There were four 
complications of this operation. Pleural effusion oc- 
curred in 15 per cent; empyema, less frequently; 
= pleural shock and air embolism in two cases 
each. 

After the induction of the pneumothorax the pa- 
tient was kept at rest in bed for two months or 
longer and fluoroscopic and roentgenographic ex- 
aminations were made at frequent intervals. 

Phrenic avulsion was done in eighteen cases. 
Under local anesthesia, a portion of the phrenic 
nerve measuring from 6 to 10 cm. was removed 
through an incision made along the posterior border 
of the sternocleidomastoid muscle or parallel with, 
and just above, the clavicle. Improvement followed 
in nearly all cases. None of the patients was made 
worse by the operation. 

Thoracuplasty was carried out in fifty-one cases 
of more extensive pulmonary involvement. All of 
the patients were definitely benefited. The authors 
emphasize the importance of resection of the upper 
ribs and complete collapse of the apex. 

J. Dantet Wrttems, M.D. 


Andrus, W. DeW., and Wilson, J. D.: The Effects 
of Closed Pneumothorax and Phrenicotomy 
on the Cardiorespiratory Function. Arch. Surg., 
1929, XIX, 1205. 

Dogs anesthetized with barbital and rectal ether 
were subjected to experimental study of their 
cardiorespiratory response to closed pneumothorax, 
phrenicotomy, and vagotomy. Data were obtained 
on the pulse rate, the respiratory rate, the tidal air 
volume (amplitude of respiration), the oxygen con- 
sumption per minute, and the oxygen content of the 
arterial and venous bloods. 

It was found that a dog with an intact cardio- 
respiratory mechanism responds to a closed pneumo- 
thorax of moderate degree by an increase of about 
ro per cent in the pulse rate, about 33 per cent in the 
respiratory rate, about 20 per cent in the tidal air 
volume, and avout 65 per cent in the respiratory 
volume per minute. The amount of blood circulating 
through the lungs per minute is increased about 25 
per cent and the pulse volume about 15 per cent. 
A pneumothorax of greater degree causes symptoms 
of beginning decompensation, as shown by a fall in 
all of these factors. 

In a normal dog a unilateral phrenicotomy pro- 
duces an increase of about 10 per cent in the pulse 
and respiratory rates, about 25 per cent in the 
amount of blood flow through the lungs, and about 
15 per cent in the pulse volume. The tidal air volume 
and the respiratory volume are decreased from 15 
to 20 per cent. Bilateral phrenicotomy produces 
symptoms of beginning decompensation. 


Pe 


A pneumothorax experimentally superimposed in 
a dog subjected to unilateral phrenicotomy causes 
symptoms of cardiorespiratory decompensation. 

Bilateral vagotomy causes a decrease of about 50 
per cent in the respiratory rate and an increase of 
about 150 per cent in the tidal air volume and 25 
per cent in the respiratory volume per minute. The 
amount of blood flow through the lungs per minute 
is decreased about 5 per cent and the pulse volume 
about 9 per cent. 

Tolerance to pulmonary compression by pneumo- 
thorax is decreased following section of both vagi. 

J. Dantet Wittems, M.D. 


Matson, R. C.: The Electrosurgical Method of 
Closed Intrapleural Pneumolysis in Artificial 
Pneumothorax. Arch. Surg., 1929, xix, 1175. 


The author states that while adhesions are present 
in the majority of cases of pulmonary tuberculosis 
selected for pneumothorax treatment, he has found 
that a satisfactory pneumothorax can be established 
in 40 per cent of the cases. In another 40 per cent, 
the character of the adhesions will prevent the col- 
lapse or compression of the lung necessary to provide 
adequate functional rest or closure of the cavities, 
and in the remaining 20 per cent, pleuritic adhesions 
will prevent any introduction of gas. 

For cases in which no gas can be introduced the 
phthisiotherapist has come to recognize the value of 
surgery in the form of phrenicotomy or thoracoplasty. 

Pneumothorax will not give a satisfactory end- 
result if, after several months’ trial, stereoscopic 
films reveal the presence of adhesions which are 
preventing sufficient collapse of the lung. In the 
treatment of such cases the author considers closed 
pneumolysis. During the past four years 45 per cent 
of his cases have proved suitable for this operation. 
Electrosurgical methods have simplified the pro- 
cedure and made it relatively safe. The control of 
bleeding is the most serious problem and requires a 
knowledge of the character of electrical currents 
used. Electrosurgical cutting is accomplished with- 
out smoke and is followed by minimal tissue reac- 
tion. WittraM E. Saackteton, M.D. 


Welles, E. S.: Phrenicectomy in 300 Cases of Pul- 
monary Tuberculosis. Arch. Surg., 1929, xix, 
1169. 


At first, phrenicectomy was considered best suited 
to basal lesions of the lung, but later it was found 
to give good results more often in lesions of the upper 
lobe and the apex than in lesions of the lower lobe. 

Of the 300 cases reviewed by the author, the 
operation was followed by improvement in 64 per 
cent. 

It was hoped that by a careful analysis of the 
cases it would be possible to give a fairly accurate 
prognosis in a given case, but this hope has not been 
realized. However, reasonable assurance may usu- 
ally be given the patient that the operation will do 
no harm, if it fails to result in benefit. In only 2 per 
cent of the cases reviewed were the symptoms 
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aggravated. A few patients had a transitory annoying 
dyspnoea or temporary digestive disturbance, and a 
few a persistent tachycardia. The only accident in 
the series of cases reviewed was severance of the 
thoracic duct which occurred in 1 case. 

In 1 case a bilateral phrenicectomy was done in an 
effort to control persistent hiccough. After the oper- 
ation there was no increase in the dyspnoea and the 
hiccough stopped permanently. 

Exeresis is considered the operation of choice. 
Cessation of movement of the diaphragm is of more 
importance than elevation of the diaphragm. 

Witiiam FE. Suackieton, M.D. 


Holman, E., and Mathes, M. E.: The Production 
of Intrapulmonary Suppuration by Secondary 
Infection of a Sterile Embolic Area: An Ex- 
perimental Study. Arch. Surg., 1929, xix, 1246. 


Pulmonary infected and non-infected embolisms 
were produced in dogs by introducing into the 
jugular veins lead shot with or without bacteria. 
At various periods the animals died or were killed, 
the lungs were injected with a bismuth and gum- 
acacia suspension, and roentgenographic and path- 
ological studies were made. 

Infected emboli invariably produced marked path- 
ological changes in the parenchyma of the lungs 
such as hemorrhagic infarction, pneumonitis, and 
abscess formation. Sterile emboli produced little 
gross evidence of their presence except in the pres- 
ence of bacteremia or a suppurative process else- 
where in the body, when secondary infection of the 
embolic area occurred. Injection of the bronchial 
artery with a roentgenopaque substance revealed 
marked dilatations of the branches leading to the 
embolic area. This was considered to be of con- 
siderable importance in the resistance to infection 
and the repair of destroyed tissue. The injected 
pulmonary artery appeared normal, even in the 
presence of massive hemorrhagic infarction. 

J. Danrer Wittems, M.D. 


Van Allen, C. M., Adams, W. E., and Hrdina, L. S.: 
Bronchogenic Contamination in Embolic Ab- 
scess of the Lungs. Arch. Surg., 1929, xix, 1262. 


The authors report experiments carried out on 
dogs to determine the mode of reaction of the lung 
to embolic and bronchogenic inoculations, and the 
effect of intrabronchial contamination on the char- 
acter of a pre-existing abscess of the lung. 

It was found that the virulence and chronicity of 
embolic abscesses of the lung could be increased 
by the insufflation of infectious material into the 
bronchus. The authors believe that this combina- 
tion of embolic and bronchogenic inoculation may 
explain the pathogenesis of the obscure group of 
postoperative abscesses of the lung, and that super- 
inoculation by the aspiration of pharyngeal secre- 
tions may be the factor chiefly responsible for the 
maintenance of postoperative and postpneumonic 
chronic abscesses of the lung, and the recrudescence 
of bronchiectasis. J. Frank Dovucuty, M.D. 


Van Allen, C. M., Adams, W. E., and Hrdina, L. S.: 
Embolism in Bronchogenic Infection of the 
Lung. Arch. Surg., 1929, xix, 1279. 

In one group of experiments carried vut on dogs 
the authors studied the effect of a sterile embolus of 
small size on the parenchyma of the lung; in another 
group, the results of intrabronchial insufflation of 
infectious material; and in a third group, the re- 
action of the lung to a combination of bland em- 
bolism and septic insufflation. 

They conclude from their findings that abscesses 
develop much more readily from embolic than from 
intrabronchial inoculation of the lung, and the lung 
is in general much more resistant to necrosis and 
suppuration than other tissues. The great vitality 
of the lung in pyogenic infections is due mainly 
to its greater blood supply, and elimination of the 
pulmonary circulation, as by embolism, reduces 
the blood supply and tissue vitality to the common 
level. This hypothesis is applied to explain the 
pathogenesis of postoperative abscess of the lung, 
especially following sterile operations, postpneu- 
monic abscess of the lung and empyema, and re- 
lapses in suppurative diseases of the lung in general. 
Hemorrhagic infarction may have a similar origin. 

J. Frank Dovucury, M.D. 


Flick, J. B., Clerf, L. H., Funk, E. H., and Farrell, 
, dre: : Pulmonary Abscess: An Analysis of 
172 Cases. Arch. Surg., 1929, Xix, 1292. 


In 121 of the 172 cases of pulmonary abscess 
reviewed by the authors the abscess developed after 
a surgical operation. The operations were: (1) ton- 
sillectomy in 97 (general anesthesia in 88; local 
anesthesia in 4; type of anesthesia not recorded in 
5); (2) an oral operation in 10 (general anesthesia 
in 7; local anesthesia in 3); and (3) an operation on 
some part of the body other than the mouth and 
throat, such as appendectomy, in 14 (general 
anesthesia in 8; anesthesia not recorded in 6). In 
43 cases the abscess developed after an acute in- 
fection of the respiratory tract, and in 6 cases it was 
attributed to an injury of the chest. 

The abscess was localized in 1 lobe in 79.3 per cent 
of the cases, in 2 lobes in 19.5 per cent, and in 3 lobes 
in 1.2 per cent. According to the authors’ experience, 
the upper lobe is involved most frequently. 

The occurrence of cough and fever after an opera- 
tion, especially an operation on the upper respiratory 
tract, should focus attention on the possibility of 
pulmonary abscess. A diagnosis is established by 
the findings of physical examination, X-ray exami- 
nation, and bronchoscopy. The chief essential in the 
treatment is adequate drainage. In many cases this 
may be obtained by conservative measures which 
include repeated bronchoscopic aspirations. Sur- 
gical intervention is indicated when a cure is not 
effected within a reasonable length of time by the 
more conservative measures. 

The authors describe the surgical treatment in- 
dicated in the various groups of cases. 

J. Frank Dovucurty, M.D. 
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Olch, I. Y., and Ballon, H. C.: Experimental 
Abscess of the Lung Following Ligation of the 
Pulmonary Artery and Incision and Suture of 
the Pulmonary Parenchyma. Arch. Surg., 1920, 
xix, 1586. 


In eight of ten dogs, ligation of the pulmonary 
artery to the right lower lobe of the lung and simple 
incision and suture of the pulmonary parenchyma 
of the corresponding lobe was followed by the forma- 
tion of an abscess of the lung. 

Following ligation of the pulmonary artery no ap- 
preciable increase in fibrous connective tissue in the 
lung was observed over periods up to four weeks. 
The corresponding lobe did not decrease in size and 
the alveoli did not appear smaller. 

Simple incision and suture of the pulmonary 
parenchyma resulted in a scar which resembled a 
scar elsewhere in the body and was not followed by 
the formation of an abscess of the lung. Prenicotomy 
performed on the corresponding side apparently in 
no way influenced the end-result. 

Howarp A. McKnicut, M.D. 


Varney, P. L.: The Bacterial Flora of Treated and 
of Untreated Abscesses of the Lung. Arch. 
Surg., 1929, xix, 1602. 

Twenty-seven cases of chronic abscesses of the 
lung were studied with regard to their bacterial flora. 
Twenty-one of the patients were previously un- 
treated. In the latter, the organisms found most 
commonly were streptococci, fusiform bacilli, bacil- 
lus melaninogenicum, and spirochetes; streptococcus 
viridans was found more frequently than strepto- 
coccus hemolyticus. In the treated patients, the 
fusiform bacilli, spirochetes, and bacillus melanino- 
genicum greatly decreased in number or disappeared 
altogether coincidently with a relative increase in the 
hemolytic streptococci. The bacterial flora of ma- 
terial from chronic abscesses of the Jung showed a 
remarkable similarity to that of infected tonsils, 
cervical abscesses, and diseased teeth and mucous 
membranes. Howarp A. McKnicut, M.D. 


Davidson, M.: Intrathoracic and Pulmonary New 
Growths. Lancet, 1929, ccxvii, 1181. 


Davidson states that statistics based on autopsy 
material from 1854 up to the present time show 
that there has been an absolute as well as a rel- 
ative increase in primary malignancy of the lung 
in recent years. 

Nothing more is known as to the cause of cancer 
of the lung than as to the cause of cancer in general. 
The average age of persons with cancer of the lung 
is fifty years. The condition develops more fre- 
quently in males than in females and in white 
persons than in colored persons. It is most frequent 
in Jews. 

The most common malignant intrathoracic new- 
growths are carcinomata, sarcomata, and endothe- 
liomata. All carcinomata originate from the bron- 
chial mucosa. They are columnar-celled, but may 
become squamous-celled by metaplasia. 


4X5 


The diagnosis of pulmonary tumor is difficult 
because the early stages are often symptomless. It 
therefore requires a combination of systematic 
methods. The history and symptoms include evi- 
dence of a uniformly blood-stained pleural effusion, 
hemoptysis, a localized area of infection in the chest, 
bronchitis, dyspnoea without exertion, cough and 
expectoration, pain, general weakness, and loss of 
weight. The physical signs may include involvement 
of the recurrent laryngeal nerve, pressure on other 
structures, and localized dullness to percussion. 
Roentgenological examination is of paramount im- 
portance. This may be combined with the injection 
of lipiodol, which is easily done through the crico- 
thyroid membrane or just below the cricoid into 
the trachea. The lipiodol will often show the extent 
and position of the growth. By some surgeons, 
artificial pneumothorax followed by roentgenography 
is favored. Bronchoscopy and thoracoscopy have 
proved of value when simpler methods have failed. 
The final diagnosis may require an exploratory 
thoracotomy. 

Some of the less malignant tumors may be surgi- 
cally removable. The use of radium has decidedly 
limited possibilities. J. Dantet Wittems, M.D. 


Gray, S. H., and Cordonnier, J.: Early Carcinoma 
of the Lung. Arch. Surg., 1929, xix, 1618. 


The authors report a case of early carcinoma of the 
lung arising in an alveolar duct. In the literature 
they were unable to find any reference to an alveolar 
duct as a primary site. 

Evidence is presented to show that multiple nod- 
ular carcinomata of the Jung may arise from both 
multiple origins and early metastasis. The early in- 
vasion of the lymphatics sends numerous small nests 
of cells to all parts of the lung. In a lung in which an 
old inflammatory lesion has resulted in scarring, a 
large number of lymphatics are blocked, and as 
cancer metastases cannot proceed beyond the scar, 
they grow in the region of the fibrosis. 

Howarp A. McKnicut, M.D. 


Harmer, D., and Russell, B.: Radium Treatment 
of Malignant Disease of the Upper Air Passages. 
Acta radiol., 1929, x, 362. 


After fifteen vears’ experience the authors are of 
the opinion that radium alone or combined with 
surgery gives better results in malignant disease of 
the upper air passages than surgery alone. In the 
treatment used by them, the implantation of 
radium needles for a long period is done whenever 
possible. 

Malignant growths of the nasal fossx or accessory 
sinuses are approached in various ways, but usually 
by the transpalatal route. The results in cases of 
sarcomatous growths have been good, six of thirteen 
patients having remained alive for from three to 
eight years after the treatment. In cases of endo- 
thelioma, the results have been less favorable, only 
two of thirteen patients having survived more than 
five years. Of thirty-four patients treated for carci- 
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noma, eight have survived for from six months to six 
years: nearly all of this group were inoperable. 

Malignant growths of the tonsil and the neighbor- 
ing tissues have been treated with buried radium 
needles. Improvement follows, but very few of the 
patients have been cured. 

Intrinsic carcinoma of the larynx has been treated 
by implanting radium needles through a window in 
the thyroid cartilage. The results were very good in 
twelve of fourteen early cases and in two of nine ad- 
vanced cases. 


Renaud, Miget, and Petit-Maire: The Indications 
for and Results of Pleurotomy in Purulent 
Tuberculous Pleurisy (Indications et résultats de 
la pleurotomie dans les pleurésies purulentes tuber- 
culeuses). Bull. et mém. Soc. méd. d. hip. de Par., 
1929, xlv, 1264. 

Two patients treated for purulent pleurisy by 
drainage of the pleura were completely cured. In 
one, who was extremely cachectic, the pleura re- 
mained open for two years and then closed gradu- 
ally. The other, who was treated by oleothorax from 
the beginning of the disease, was in a dying condi- 
tion at the time of the operation, but recovered com- 
pletely within six months. In a third case a complete 
cure has not yet been effected. The pleura is still 
being drained, but the general condition is good and 
the patient is able to live an active life. 

Three other patients who were similarly treated 
died. Two died a few weeks after the pleurotomy, 
and the third, in whom the pleura closed up, several 
months after leaving the hospital against advice. In 
the first two patients of this group there were pul- 
monary lesions of such extent that they could not 
have healed. Pleurotomy was not responsible for 
the fatal outcome. Pace. 


Hart, D.: Empyema: Treatment by Tidal Irriga- 
tion and Suction. Arch. Surg., 1929, xix, 1732. 


Hart states that tidal irrigation between an out- 
side reservoir and the empyema cavity prevents ob- 
struction of the tube by washing away obstructing 
particles when the flow is reversed. The fluid is not 
run into the chest under pressure, but is drawn in by 
the expansion of the chest during inspiration. Irri- 
gation with a fluid at a tension less than atmospheric 
pressure through a system that does not become ob- 
structed gives more satisfactory drainage than open 
thoracotomy. There is less danger of the develop- 
ment of osteomyelitis of the ribs when this method 
is used than when the rib is cut across. The rapidity 
of lung expansion can be regulated by suction or the 
application of slight positive pressure. 

This article reports the first thirty-five cases of 
acute empyema in which continuous tidal irrigation 
and suction were employed. The patients ranged in 
age from four weeks to forty-eight years. Twelve 
of them were two years of age or younger. An 
initial trocar thoracotomy was performed in all but 
one case. Two patients had a resection of the ribs 
later, one for open drainage in the presence of a 
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bronchial fistula, and the other for the relief of pain 
caused by contact of the tube with the intercostal 
nerve. In one of the two cases in which a rib was re- 
sected for drainage, the wound was closed tightly 
about the tube, and in the other it was closed by a 
rubber dam and suction. In both the cavity was 
rapidly obliterated. 

The micro-organisms present varied widely, but 
the method of treatment was well suited to all types 
of infection. The irrigation was equally satisfactory 
for thick and thin pus. Even coagulated fibrin and 
exudate came out without obstructing the tube un- 
less the cavity was suddenly flooded with it. The 
empyema cavity was kept cleaner than by any 
other method of treatment. 

The average time of closure of a sinus holding 5 
c.cm. was twenty-one days. Dressings were reduced 
to the minimum. Frequently, no dressing was done 
from the time of operation until the cavity had 
closed to a small sinus (from thirteen to thirty days.) 
Leakage about the tube was rare, even when irriga- 
tion was continued for from two to three months. 
Obstruction to the tube occurred only in occasional 
cases, and was usually caused by a thick exudate 
which was rubbed off the pleura. In one case it was 
caused by elevation of the diaphragm with adhesions 
to the wall of the chest which closed over the end of 
the tube. After removal of the tube, the sinus closed 
within an average of five days. 

No patient had a draining sinus at the time of dis- 
charge. In uncomplicated cases there was a rapid 
fall of the temperature to normal. Many patients 
had a complication unrelated to the empyema which 
caused a febrile reaction. At times this persisted 
after the empyema had healed and delayed the final 
removal of the tube. The only complication related 
to the method of treatment was osteomyelitis of the 
ribs in two cases. No patient developed pocketing or 
abscesses along the drainage tract. 

Cases of empyema caused by the streptococcus 
were treated by early operation; rapid recovery fol- 
lowed with no unfavorable complications due to the 
method of treatment. The seven patients with a 
bronchial fistula recovered as rapidly as those with 
simple empyema. With the expansion of the lung, 
the fistula closed within the first few days, even a 
fistula which haa been present for eight months. 

In the cases of children two years of age or younger 
the mortality was 9 per cent. This compares favor- 
ably with the average mortality of 29 per cent in 
cases treated by resection of a rib, and 50 per cent in 
those treated by trocar thoracotomy in the preceding 
fifteen years. The results in three cases of chronic 
empyema were most satisfactory and suggest that 
empyema cavities of long duration may be oblit- 
erated with or without thoracoplasty. Recovery was 
rapid. Except in one case, there was no persistent 
deformity of the chest. Frequently there was even 
no thickening of the pleura. Of the thirty-five 
patients with acute empyema, twenty-nine recov- 
ered. The six who died had an overwhelming infec- 
tion at the time of operation. Jacop M. Mora, M.D. 
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HEART AND PERICARDIUM 


Allen, D. S., and Graham, E. A.: The Effects of 
Pressure on the Heart, with Reference to the 
Advisability of Decompression of Greatly En- 
larged Hearts: an Experimental Study. Arch. 
Surg., 1929, xix, 1663. 

In experiments carried out on twelve dogs, the 
authors found that whenever the extracardiac pres- 
sure was increased for a considerable period of time, 
there was a decrease in the efficiency of the heart 
which was manifested by a fall in the mean blood 
pressure in the systemic circulation and a decrease 
in the pulse pressure. In normal animals, it was soon 
compensated for by changes occurring in the arterial 
system. 

From these findings the authors concluded that 
the human heart is less efficient when it is enlarged 
sufficiently to be pressed upon continuously by the 
bony framework of the thorax, and that decom- 
pression of such an enlarged heart should increase 
its efficiency. In the cases of two patients with 
greatly enlarged and chronically decompensated 
hearts the authors performed an operation for 
the purpose of effecting decompression. In neither 
case was there any clinical evidence of an adhesive 
mediastinopericarditis. After the operation, both 
patients showed marked temporary improvement, 
but ultimately succumbed. In one case, however, 
death was due, not to the cardiac condition, but to 
an acute pneumonia which developed three months 
after the operation. Even during the- pneumonia 
there was no oedema or other sign of cardiac decom- 
pensation. In this case, in which the operation re- 
sulted in more benefit than in the other case, the 
pericardium was opened, but as it was found not 
thickened, decortication was not performed. Ac- 
cordingly, the beneficial result seems to have been 
due entirely to the decompression. 

Jacos M. Mora, M.D. 


Alexander, J., Macleod, A. G., and Barker, P. S.: 
Sensibility of the Exposed Human Heart and 
Pericardium. Arch. Surg., 1929, xix, 1470. 


The response of the human heart and the parietal 
and diaphragmatic pericardium to various stimuli 
directly applied were determined in the case of a 
patient whose heart was exposed by pericardiostomy 
for suppurative pericarditis. 

The ventricles were insensitive to light touch. 
Rubbing was interpreted as pressure. Heavy pres- 
sure and pricking with a needle were interpreted as 
touch. ‘Tension on the left ventricular wall caused 
no pain. Heat of from 130 to 140 degrees F’. and cold 
of from 4o to 50 degrees F. were not identified 
The application of tuning forks did not produce a 
sensation of vibration. Electrical stimuli caused 
pain only when extrasystoles occurred. ‘Two blunt 
points of pressure simultaneously applied from 2 
to 3 cm. apart on the right and left ventricles were 
identified as two points. Two points of pressure on 
the right ventricle were constantly said to be one 
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point, and one point of pressure on the left ventricle 
was said to be two points. 

The diaphragmatic pericardium did not feel light 
touch. Heavy pressure was interpreted as “‘a feeling”’ 
of pressure and once as slight pain. Heat, cold, and 
vibration were not identified. 

The parietal pericardium gave a sensation of pres- 
sure when pressure was applied to the inner surface 
of its posterior and left posterolateral walls. Pres- 
sure applied forward against the anterior peri- 
cardium and thoracic wall caused severe local and 
referred pain. Pain was produced by sweeping the 
finger around the pericardial cavity and by pinch- 
ing, pricking, and scratching the inner surface of the 
pericardium. Heat and cold were not identified. 

With the exception of pressure against the ante- 
rior pericardium, none of the stimuli applied to the 
heart or pericardium caused referred sensation. 
Pressure against the anterior pericardium caused ref- 
erence of pain to the chest or abdomen. 

Only two reflexes-were noted in connection with 
any of the stimuli applied. One was the activation 
of coughing on irrigation of the pericardial cavity, 
and the other, which may have been wholly or 
partly voluntary, was the ‘‘squirming” of the body 
and extremities on painful stimulation of the heart 
or pericardium. 

No conclusions were reached as to the nerve paths 
concerned in the production of the sensations. 

E. §..Prare, M.D. 


Churchill, E. D.: Decortication of the Heart (De- 
lorme) for Adhesive Pericarditis. Arch. Surg., 
1930, XiX, 1457. 

Adhesive pericarditis interferes with the heart ac- 
tion by causing the formation of adhesions to the 
wall of the chest or contraction of the thickened 
pericardium. In the first condition—mediastinoperi- 
carditis—systolic contraction is interfered with by 
fixation of the chest wall and the resulting distortion 
probably produces a relative valvular insufficiency. 
The removal of the cartilaginous or bony portions 
of the ribs overlying the heart relieves the heart of 
the strain. This is the cardiolysis of Brauer, more 
correctly called “thoracolysis precardiaca.” In the’ 
second condition—concretio pericardii—the heart 
cannot expand in diastole to receive the inflowing 
blood and venous stasis results, particularly in the 
inferior caval system. All degrees of transition be- 
tween the two types are found. The difference is due 
more to the degree of contraction than to the type of 
adhesion. 

The first type of adhesions may progress to the 
point of producing decompensation with symptoms 
of cardiac passive congestion. The condition is char- 
acterized by retraction of the chest wall with every 
systole and bulging of the chest wall during diastole. 
A marked thrill indicates a powerful heart action and 
competent diastolic filling of the chambers. In the 
second type there is a striking disproportion between 
the high degree of cardiac passive congestion and the 
slight objective cardiac signs. The finding which 











418 


particularly indicates a seriously impeded diastole is 
the marked distention of the cervical veins. In the 
upright posture these veins do not empty and in 
systole and diastole they show a characteristic 
double collapse. ‘‘Ascites precox’’ may occur even 
before oedema of the legs. The most striking single 
characteristic is marked venous stasis with a small 
heart. In this type of case nothing less than de- 
liverance of the heart from its cicatricial coat can 
influence the course of the disease. The author re- 
ports a successful operation upon a case of this type. 

The symptoms of cardiac failure due to mechanical 
factors are difficult to differentiate from those due 
to myocardial weakness. If improvement does not 
follow rest and the administration of digitalis, the 
mechanical factors may be considered paramount, 
but an underlying myocardial weakness cannot be 
excluded. Of equal importance is the question of 
balance between the action of the right and left 
ventricles. If the left side of the heart is involved in 
the scar, it must be liberated first, else the venous 
stasis is merely transferred from the caval system to 
the lungs with disastrous results. Fluoroscopic ex- 
amination is invaluable in determining the extent of 
involvement of the two sides. Other signs of involve- 
ment of the left side of the heart are effusions in the 
pleural cavities, stasis in the pulmonary circuit, and 
widening of the cardiac shadow to the right. 

A review of the literature is presented. Weill, in 
1895, recognized that treatment of adhesive peri- 
carditis is essentially surgical. Delorme, in 1808, 
first performed decortication of the heart and recom- 
mended excision of a portion of the pericardium. In 
1902, the simpler procedure devised by Brauer was 
reported. 

Thirty-seven cases reported in the literature are 
reviewed. Death attributable to the operation oc- 
curred in seven cases (21.8 per cent). Two (6.2 per 
cent) of the patients were not benefited by the treat- 
ment. In four cases (12 per cent) there was a transi- 
tory improvement. In the remaining nineteen cases 
(59 per cent) the result was excellent, and in many 
there was almost complete relief of the symptoms. 

EK. S. Prarr, M.D. 


Torraca, L.: Brauer’s Cardiolysis in Adhesive Peri- 
cardiomediastinitis (La cardiolisi alla Brauer 
nella pericardiomediastinite adesiva). Arch. ital. 
di chir., 1929, Xxiv, 405. 

Torraca reports a case of adhesive pericardiomedi- 
astinitis in a boy of fifteen years which was associated 
with cyanosis, dyspnoea, turgor of the jugulars, im- 
mobility of the apex, hydrothorax, enlargement of 
the liver, ascites, and oedema. Cardiolysis by sub- 
periosteal resection of the fourth, fifth, and sixth ribs 
was followed by rapid improvement, and twenty-two 
months after the operation the patient was in excel- 
lent health. 

A table is given which shows the results obtained 
in eighty-four cases treated by cardiolysis which have 
been reported in the literature. In seventy-two, the 
operation was followed by more or less marked im- 


INTERNATIONAL ABSTRACT OF SURGERY 


provement. Thirty-three of the patients are still 
well after a year; fifteen, after two years; seven, after 
three years; and five, after four years. Thirty of the 
patients died, four of them soon after the operation 
and twenty-six after varying periods of time from 
aggravation of the symptoms, recurrence, or inter- 
current disease. 

The author concludes that cardiolysis should al- 
ways be tried even when the patient enters the hos- 
pital in extremis. Brauer’s operation consists merely 
of resection of the ribs. When the sclerotic tissue 
around the heart forms a rigid shell and the heart 
movements are not freed even by resection of the 
ribs, Rehn resects the sclerotic pericardium. This is, 
of course, a much more serious operation and in- 
volves greater danger of injuring the heart. If 
Brauer’s operation does not relieve the heart, Rehn’s 
operation may be attempted as a second stage. 

Aubrey G. Morcan, M.D. 


CESOPHAGUS AND MEDIASTINUM 


Moyer, J. S.: The Relation of the Aorta to Hsopha- 
goscopy. Arch. Ololaryngol., 1929, X, 447. 


The author states that the Jackson progressive 
high-low positions tend to protect the aorta during 
cesophagoscopy, and that aneurism of the aorta is 
not an absolute contra-indication to cesophagoscopy 
for diagnosis. 

Unless a special roentgen technique is used, a 
pathological condition in the lower part of the 
thorax of interest to the endoscopist may be over- 
looked in the ordinary anteroposterior film made 
primarily to determine the condition of the lungs. 
In the study of the oesophagus, it is desirable to 
have, in addition to the usual oblique and lateral 
films, an anteroposterior roentgenogram of the chest 
in which, so far as possible, the detail of structures 
within the cardiac shadow is brought out. 

An elongated, tortuous, sclerotic aortic arch with- 
out aneurismal dilatation may produce oesophageal 
compression with symptoms. 

When a foreign body lodges in the oesophagus at 
the site of a stenosis due to aortic pressure, it should 
be cautiously dealt with by endoscopic means. 

Ravpu B. Berrman, M.D. 


Alexanderovskij, D.: Malignant Tumors of the Thy- 
mus (Ueber boesartige Thymusgeschwuelste). Z. sov- 
rem. Chir., 1920, iv, 614. 

In reporting 2 cases of malignant tumor of the 
thymus the author reviews the clinical characteris- 
tics and histogenesis of these rare neoplasms and in 
3 tables summarizes 84 cases of sarcoma, 34 cases 
of carcinoma, and 36 cases of other types of thymus 
tumors which have been reported in the literature. 

The clinical picture of thymus tumors is similar 
to that of tumors of the mediastinal space and 
occasionally suggests Riedel’s struma. ‘The diag- 
nosis is usually not confirmed until a histological 
examination is made and Hassall’s corpuscles are 
found. 
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The classification of thymus tumors is not yet 
definite, chiefly because of the uncertainty regard- 
ing the histogenesis of the thymus itself. In the 
author’s first case, which clinically suggested stru- 
mitis, the neoplasm was found to be a reticulo-endo- 
thelioma. In the second case, the tumor was a small- 
celled carcinoma with Hassall’s corpuscles. 

HERMANN REINBERG (Z). 


MISCELLANEOUS 


Harrington, S. W.: The Surgical Treatment of In- 
trathoracic Tumors. Arch. Surg., 1929, xix, 16709. 
Harrington reports twelve cases of intrathoracic 
tumors and reviews, five cases reported previously 
in which a transpleural operation was done. 

In fifteen of the seventeen cases the tumor was re- 
moved compietely. In one case complete removal 
was effected by a two-stage operation and in four- 
teen cases by a one-stage operation. 

In two cases only exploration was performed. The 
condition was proved to be high grade malignancy by 
microscopic examination of tissue removed, and the 
lesion was inoperable because of the extensive in- 
filtration into the wall of the chest and mediastinal 
structures. 

In the entire series of seventeen cases there was one 
operative death. This death occurred from cerebral 
embolism on the seventh day after the operation. 
The operative mortality was therefore 5.5 per cent. 

The tumor was malignant in eight of the cases. In 
two of these it was so extensive that only explora- 
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tion was possible. In the remaining six cases it was 
removed completely. In two cases, one of malignant 
endothelioma and one of osteogenic sarcoma, death 
resulted from metastasis during the first year after 
the operation. One patient with fibrosarcoma died 
from metastasis two years and two months after the 
operation. Two patients are living. In the case of 
one of these a malignant endothelioma was resected 
with a portion of the diaphragm and thoracic wall. 
One and a half years after the operation there was 
no evidence of recurrence. The other living patient 
had an osteofibrosarcoma and is free from evidence 
of recurrence four years after the operation. The 
remaining patient, who had a squamous-celled epi- 
thelioma, died following operation. 

The author believes that the operative results in 
this group of malignant cases justify a more opti- 
mistic view than generally is taken in these cases, 
and that they emphasize the importance of early 
diagnosis. 

In the nine benign cases the tumor was completely 
removed by an operation in one stage. ‘There was no 
operative mortality and all of the patients were ap- 
parently cured. As it often is impossible to deter- 
mine the operability or the type of the tumor 
definitely by the methods of diagnosis in present use 
and as there is reason to believe that a benign tumor 
will undergo malignant change such as occurred in 
two cases here reported, it is believed that in all 
cases of intrathoracic tumor exploration should be 
carried out unless the clinical evidence indicates that 
the condition is hopelessly inoperable. 
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ABDOMINAL WALL AND PERITONEUM 


Buchbinder, J. R., Heilman, F. R., and Foster, 
G. C.: Experimental Peritonitis: II. The 
Effect of Hypertonic Dextrose Solution upon 
Experimental Diffuse Peritonitis. Surg., Gynec. 
& Obst., 1929, xlix, 788. 

The authors attempted to produce in animals a 
peritonitis that duplicated in its etiology and clinical 
course, as much as possible, the peritonitis occurring 
in man. Their experiments were based on the fol- 
lowing postulates: 

1. Because of discrepancies that would be in- 
troduced by the use of cultures, the animal’s own 
intestinal tract should be the source of the perito- 
nitis. 

2. The peritonitis should range from diffuse to 
generalized. A sharp distinction must be made 
between a large localized abscess and generalized 
peritonitis. 

3. The peritonitis must be as nearly as possible 
lethal, but not sufficiently severe to kill the animal 
in one or two days as infections of such over- 
whelming virulence cannot be influenced. 

The procedure used was as follows: 

A segment of bowel of varying size was resected 
but left attached to its mesentery to.insure its via- 
bility. Both ends were left open. An end-to-end 
anastomosis was then made around this open loop 
and the opening in the mesentery closed. The 
omentum was wrapped about the suture line of the 
anastomosis and the bowel with the loop returned 
to the abdomen. Complete closure was then effected. 
An open loop of mid-ileum 20 in. long was employed. 

The following conclusions are drawn: 

1. The prognosis of acute diffuse peritonitis is 
governed chiefly by the rapidity of absorption. 

2. ‘The most important factor controlling the rate 
of absorption is fibrin. 

3. Fibrinis diminished or absent in the more viru- 
lent cases because of dilution of the exudate. 

4. The streptococcus is most commonly identi- 
fied with this abundant exudate and the accom- 
panying virulent course of the disease. 

5. The addition to such an inflammatory exudate 
of a transudate produced by the intraperitoneal 
injection of hypertonic dextrose solution produces 
a more rapid spread of the infection and insures a 
lethal outcome. 

6. It seems probable that an abundance of thin 
exudate serves to prevent ileus by mechanically 
isolating the intestinal loops. 

7. The results of this experimental study do not 
agree with the published reports of the similar 
treatment of peritonitis in man. 

Car R. STeInKE, M.D. 


GASTRO-INTESTINAL TRACT 


Birnberg, T. L.: Cardiospasm in the Newborn 
Infant: Report of Three Cases. Am. J. Dis. 
Child., 1929, xxxviii, 1183. 


Cardiospasm is defined as a spasm of the smooth 
muscle fibers surrounding the cardiac orifice which 
results in partial or complete occlusion of the 
lower end of the oesophagus. It is therefore a 
functional disturbance of neurotic origin causing 
failure of the lower end of the oesophagus to con- 
summate the act of deglutition. The cardiac sphinc- 
ter is not well defined. As the pressure within the 
cesophagus is low, the cardiac sphincter seldom 
undergoes any appreciable hypertrophy. 

The three cases reported presented similar symp- 
toms, the chief of which was forcible vomiting begin- 
ning with the first feeding, occurring during or soon 
after nursing, and showing no gastric contents in the 
vomitus. 

The diagnosis can be confirmed by roentgen exam- 
ination The spasm is easily overcome by the passage 
of a catheter through the cardia for a number of feed- 
ings. In some cases there is an apparent association 
of the condition with a mild pylorospasm. 

Harry W. Fink, M.D. 


Castle, W. B.: Observations on the Etiological 
Relationship of Achylia Gastrica to Pernicious 
Anemia: I. The Effect of the Administration 
to Patients with Pernicious Anzmia of the 
Contents of the Normal Human Stomach Re- 
covered After the Ingestion of Beef Muscle. 
Am. J. M.Sc., 1929, clxxviii, 748. 

Castle, W. B., and Townsend, W. C.: Observations 
on the Etiological Relationship of Achylia 
Gastrica to Pernicious Anemia: II. The Effect 
of the Administration to Patients with Per- 
nicious Anemia of Beef Muscle After Incuba- 
tion with Normal Human Gastric Juice. 
Am. J. M. Sc., 1929, clxxviii, 764. 


In the first of these articles, CASTLE states that a 
consideration of the known facts concerning the 
achylia gastrica of addisonian pernicious anemia, 
together with the recently acquired knowledge of the 
effects of liver therapy, led to the belief that the dis- 
ease may possibly be dependent upon an inadequate 
gastric digestion of protein which permits the de- 
velopment of a virtual deficiency in spite of a diet 
adequate for the normal man. 

The results of observations designed as a pre- 
liminary test of this hypothesis are reported and are 
believed to be consistent with it, though they do 
not necessarily prove it. 

Each of three patients with pernicious anemia 
were given daily for a period of ten days between 
200 and 300 gm. of finely divided raw beef muscle. 
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No effect on blood formation was demonstrable 
during a total of fourteen days. At the end of that 
time there were given daily to each of these three 
patients and to seven others the incubated contents 
of a normal human stomach recovered after the 
ingestion of similar quantities of beef muscle. In 
the three patients mentioned and in five of the seven 
others, comprising in all ten patients so treated, 
there appeared before the tenth day an increase in 
the immature red blood cells followed by progressive 
improvement of the anemia entirely similar to that 
ordinarily observed following the daily ingestion of 
moderate amounts of liver by similar patients. 

It is therefore concluded that, in contrast to the 
conditions in the stomach of the patient with perni- 
cious anemia, there is found in the normal stomach 
during the digestion of beef muscle some substance 
capable of promptly and markedly relieving the 
anemia. 

The article by CastLeE and TOWNSEND reports a 
further study of the validity of the hypothesis ad- 
vanced in the first article by Castle. The results of 
the following experiments are considered to add 
greatly to the probability of this hypothesis. 

1. To three patients with pernicious anemia were 
given daily from 150 to 300 c.cm. of incubated gas- 
tric juice secreted by fasting normal men after the 
injection of histamin. In two of these cases the gas- 
tric juice was incubated for two hours with an in- 
different protein. In none of the patients was there 
evidence of an effect on blood formation within 
fourteen days. 

2. To four patients with pernicious anemia were 
given daily for ten days, in the afternoon, 300 c.cm. 
of incubated fasting gastric juice secreted under 
histamin stimulation, and in the morning, 200 gm. 
of beef muscle incubated, in two cases with hydro- 
chloric acid and in the three others with water. In 
two of these cases no effect on blood formation was 
observed within fourteen days. In one case a slight 
effect, and in another, a distinct effect was observed. 
However, in all of these cases a much greater effect 
was seen when similar quantities of gastric juice and 
beef muscle were incubated together. In a fifth case, 
complicated by cystitis, no effect was noted under 
either set of conditions. 

3. To the eight patients just referred to and to 
two others were given from 150 to 300 c.cm. of fast- 
ing human gastric juice secreted under histamin 
stimulation and incubated in the presence of hydro- 
chloric acid at pH 2.5 to 3.5 for two hours with 200 
gm. of beef muscle. In all but two of these ten 
cases the effect upon blood formation was compara- 
ble to that occurring with the similarly treated 
normal gastric contents in the first series of patients. 
Before the tenth day there was an increase of the 
immature red blood cells followed by a progressive 
improvement of the anemia comparable to that ordi- 
narily seen following the daily ingestion by similar 
patients of from 135 to 225 gm. of prepared liver. 

The authors therefore conclude that by some 
interaction of normal human gastric juice and beef 
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muscle, both of which have been shown to be indi- 
vidually ineffective, a substance can be developed 
which is capable of promptly and markedly relieving 
the anemia of certain patients with addisonian per- 
nicious anemia. 

As the experiments reported in the first article of 
this series demonstrated that the presence of beef 
muscle in the stomach of the patient with pernicious 
anemia is incapable of developing such an effective 
substance, it is strongly suggested that the absence 
of this effect is due to the defective quality of the 
gastric secretion of the patient with such anemia. 

It is believed that the correlation between the 
production of an effective substance and the pres- 
ence of a normal proteolytically active gastric juice 
in contrast to the demonstrable lack of both in the 
patient with pernicious anemia adds strength to the 
validity of the original hypothesis regarding the 
particular nature of the disease. 

It is believed that for the first time a relationship 
between the stomach and the function of the bone 
marrow of the human being has been demonstrated; 
and that the general belief that the integrity of the 
stomach is unnecessary for proper body metabolism 
is brought into question. J. FranK Doucuty, M.D. 


Starlinger, E.: More Cases of Recurrent Ulcer 
Following Extensive Gastric Resection, with 
Comments on the Choice of Secondary Opera- 
tion Following Resection by the Billroth I 
Method (Weitere Geschwuersrueckfaelle im Ge- 
folge ausgedehnter Magenresektionen, nebst Bemerk- 
ungen zur Wahl der Nachoperation bei voraus- 
gegangener Resektion nach Billroths erster Methode). 
Wien. klin. Wehnschr., 1929, xi, 905. 

In cases of gastric and duodenal ulcer, resection 
seems to be the operation of choice. Nevertheless 
the number of known recurrences of ulcer after 
resection is constantly increasing. In addition to a 
case of recurrence following gastric resection which 
was previously reported from the Innsbruck Clinic, 
the author reports three others. In two of the four 
cases the resection was done for callous ulcer and 
both of the patierts died as the result of opening 
of the duodenal stump. In the third case the re- 
section of a cicatricial stenosis was followed by 
peritonitis which was also due to the duodenal stump. 
In the case reported previously, in which a ter- 
minolateral gastro-enterostomy was done below 
the papilla for the purpose of exclusion, recovery 
resulted. 

Attention is called to the danger of further re- 
section after the Billroth I operation. According 
to the literature and the four cases reported in this 
article, the resection of an ulcer recurring after the 
Billroth I operation is followed by poor results in 
26.7 per cent of the cases. However, resection is 
of course necessary in cases of bleeding recurrent ulcer. 
On the other hand, exclusion by the von Eiselsberg 
method or with resection of a portion of the stomach 
seems less dangerous and more apt to be successful 
even though secondary hemorrhage or perforation 
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of the ulcer remains possible. Extraperitoneal 
displacement of the duodenal stump is another 
expedient. Drainage to the duodenal stump seems 
indicated in all cases. Simple gastrojejunostomy 
is inadvisable on account of the great danger of the 
formation of a peptic ulcer of the jejunum in the 
presence of duodenal stenosis. Fatal hemorrhage 
from the ulcer has been known to occur after this 
procedure. Sonntac (Z). 


Dineen, P.: Acute Perforated Ulcers of the Stomach 
and Duodenum. Ann. Surg., 1929, xc, 1027. 


The author presents data on 142 cases in which 
operation was performed for acute perforated ulcer 
of the stomach or duodenum. One hundred and 
thirty-eight of the patients were males. The young- 
est was eighteen years and the oldest sixty-nine 
years of age. 

Most of the patients were operated upon within 
an hour after their admission to the hospital. The 
anesthetic of choice was ethylene ether. A high 
right rectus incision was made and in most cases 
simple closure of the ulcer was done with drainage 
to the peritoneum, In 1o cases a primary gastro- 
enterostomy was performed because the surgeon 
believed that the lumen of the pylorus was obstructed. 
In 2 cases a re-perforation occurred and gastro- 
enterostomy was done secondarily. In the cases of 
primary gastro-enterostomy there were no deaths. 
After the operation the diet was restricted accord- 
ing to the patient’s condition. 

The mortality was 22 per cent. In 94 cases in 
which operation was performed within six hours 
after the perforation, there were 7 deaths, a mor- 
tality of approximately 74 per cent. In 32 cases 
operated upon between six and twenty-two hours 
after the perforation, there were 11 deaths, a mor- 
tality of 31% per cent. In 16 cases operated upon 
more then twenty-four hours after the perforation, 
there were 13 deaths, a mortality of 8114 per cent. 
The cause of death was general peritonitis in 24 
cases, pneumonia in 5 cases, and pulmonary em- 
bolism and multiple abscesses of the liver in 1 case 
each. In the cases in which the perforation oc- 
curred immediately after the ingestion of food and 
those in which purging had been done the amount 
of gastric contents in the peritoneal cavity was 
more apt to be large and therefore fulminating 
peritonitis was more apt to occur. Since the use of 
ethylene anesthesia, the incidence of postoperative 
pneumonia has decreased. 

Of the 111 patients discharged after operation, 
103 were followed. A careful study of each was 
made, including laboratory and X-ray examina- 
tions. Special attention was paid to the nervous 
state. It was found that nervous patients were 
more prone to have recurrent attacks of gastric 
disturbance than others. When the nervousness 
was relieved, the incidence of the attacks was de- 
creased. The patients were given instructions as 
to diet and told to report for observation at the 
clinic at frequent intervals. 
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Eighty-three patients remained well after the 
primary operation. Of these, 77 had simple closure 
of the perforation without gastro-enterostomy; 5, 
simple closure with primary gastro-enterostomy; 
and 1, simple closure with pyloroplasty. The re- 
maining 20 patients has a recurrence of the symp- 
toms of peptic ulcer. Of these, 18 had simple closure 
without gastro-enterostomy, and 2, simple closure 
with primary gastro-enterostomy. 

In the discussion of this report, MCCREERY 
stated that his experience at Bellevue Hospital, 
New York, closely paralleled that of Dineen. In 
many of his cases the perforation had been preceded 
by alcoholic excess. In 10 per cent, the perforation 
was the first symptom of the lesion. On the First 
Division at Bellevue Hospital, an immediate 
gastro-enterostomy is done in 30 per cent of cases 
of perforated duodenal ulcer, but in only 10 per 
cent of cases of gastric ulcer. 

LEWISOHN said that, in his opinion, patients 
who are obliged to restrict their diet for a long 
period after perforation of an ulcer are suffering 
from chronic ulcer. On re-examination of patients 
operated upon for acute perforated ulcer at the 
Mt. Sinai Hospital, New York, in the period from 
1915 to 1925, it was found that a great many of 
them had symptoms of persistent ulcer. The dis- 
covery of retention pockets in the duodenum on 
X-ray examination and of tenderness on pressure 
proved that the ulcerative process was still going on. 
Lewisohn suggested that the pyloric spasm attrib- 
uted by Dineen to a nervous disturbance might be 
due to persistent ulcer. 

FARR reported data on 103 cases of perforated 
gastric ulcer and 59 case of perforated duodenal 
ulcer treated on the First Surgical or Cornell 
Division of the New York Hospital, the service of 
Gibson. One hundred and thirty-three of the 
patients were males. The total operative mortality 
was 17.9 per cent. In 110 cases operated upon 
within twelve hours and 5 operated upon within 
eighteen hours of the perforation there were 14 
deaths, a mortality of 12.1 per cent. In 9 cases 
operated upon within from eighteen to twenty-four 
hours after the perforation there were 2 deaths, a 
mortality of 22.2 per cent. In 15 cases operated 
upon more than twenty-four hours after the per- 
foration there were 9 deaths, a mortality of 60 per 
cent. The methods of treatment and the end- 
results were similar to those reported by Dineen. 
However, the surgeons at the New York hospital are 
slightly more opposed to primary gastro-enteros- 
tomy. The reasons for their opposition are that it is 
exceedingly difficult to be sure that gastro-enter- 
ostomy is necessary, the operation has a definite 
mortality even when it is performed by expert sur- 
geons, and the results are not always good. It is 
believed at the New York Hospital that gastro- 
enterostomy is seldom indicated in acute perfora- 
tions. 

Morais stated that in cases of shock the surgeon 
should not take the time for even simple suture, 
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but should make an immediate incision, put in a 
drain, and do nothing more. He stated that it is 
surprising how many patients will recover from this 
ten-minute operation, especially if it is followed by 
the Ochsner starvation treatment. 

Coir reported 34 cases of perforated duodenal 
ulcer from the surgical service of the Beekman 
Street Hospital, New York. Two-thirds were cases 
of gastric ulcer, and one-third, cases of duodenal 
ulcer. All of the patients were males. Operation 
was performed as soon as possibile after the patient’s 
admission to the hospital and consisted of simple 
closure of the perforation. There were 2 deaths, 
a mortality of 6 per cent. One of the patients died 
from spreading peritonitis, and the other, although 
operated upon under spinal anesthesia, from acute 
collapse of the lung occurring within twenty-four 
hours after the operation. 

MAnuet E, Licutenstetn, M.D. 


Vaughan, R. T., and Singer, H. A.: The Value of 
Radiology in the Diagnosis of Perforated Peptic 
Ulcer. Surg., Gynec. & Obst., 1929, xlix, 593. 


Vaughan has been interested in the X-ray diag- 
nosis of perforated peptic ulcer for some time and in 
previous publications has reported twenty-nine cases 
in which such a diagnosis was made. This discussion 
is based upon the twenty-nine previously reported 
cases and forty-three others, making a total of 
seventy-two in which a roentgen examination was 
made primarily to determine the presence of air in 
the peritoneal cavity. 

The first case in which the procedure was em- 
ployed by the authors was seen in 1921. The authors 
believe that the chief reason why the method is not 
universally employed is that surgeons do not realize 
its value. The objection that it may cause a loss of 
time in cases of acute abdominal conditions is not 
valid because its execution requires only a few min- 
utes. The authors advocate that the patient be 
taken to the X-ray room on his way to the operating 
room. They examine the patient in the upright 
position and also in the left lateral position. The 
left lateral position is chosen because it permits the 
gastric bubble to occupy the juxtapyloric area in 
which over 90 per cent of ulcer perforations occur, 
and because in this position further leakage of gas- 
tric liquid contents is prevented whereas the escape 
of air is permitted. It is unnecessary to make a 
roentgenogram as fluoroscopic examination is suffi- 
cient. 

The seventy-two patients whose cases are reviewed 
were examined with the X-ray shortly after their 
admission to the hospital. In nine cases in which no 
free intraperitoneal gas was found, recovery resulted 
without operation. In fifty-four of the sixty-three 
others there was evidence of pneumoperitoneum. 
In forty-nine of those with free intraperitoneal gas, 
the presence of a perforated peptic ulcer was proved 
by operation or at autopsy. In the five others, 
recovery resulted without operation, but subsequent 
clinical and X-ray examinations proved the presence 
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of a peptic ulcer in all. Of the eighteen cases in which 
it was impossible to demonstrate the presence of a 
gas bubble at the time of the patient’s admission to 
the hospital, the diagnosis was corroborated by 
operation in nine. Therefore, 85.7 per cent of the 
cases showed evidence of free gas. In the first series 
of fifteen cases reported in 1924, pneumoperitoneum 
was found in 86.7 per cent, and in the twenty-nine 
cases reported the following year it was found in 
86.2 per cent. 

The authors believe that pneumoperitoneum is 
the most constant sign in perforated peptic ulcer. 
The nine cases in which the symptoms were less 
marked and in which there was no pneumoperi- 
toneum represented a milder type of condition. 
Even though in such cases the onset of symptoms is 
sudden and stormy, improvement occurs with early 
disappearance of the symptoms. These are cases in 
which the leakage of gastric contents is relatively 
slight or the openings become closed spontaneously 
soon after the occurrence of the perforation. To 
demonstrate a pneumoperitoneum in this type of 
case the authors place the patient on his left side for 
one or more hours so that the air within the stomach 
may rise to the pyloric region. If a perforation is 
present, gas will escape into the free peritoneal 
cavity. This procedure is employed only in cases 
in which there are negative X-ray findings and the 
mild and atypical symptoms are so slight that 
surgical exploration is not justified. The discovery 
of gas above the liver and between the liver and the 
diaphragm with the patient in the upright position 
is diagnostic of the presence of free air in the perito- 
neal cavity. 

Absence of gas in the peritoneal cavity after the 
perforation of a peptic ulcer is attributed by the 
authors to the following factors: 

1. Posture. If the patient assumes a right lateral 
position, the gas which is present in the stomach 
accumulates in the fundus of the stomach and can- 
not escape through the perforation which is usually 
in the region of the pylorus. 

2. Absence of gas in the stomach at the time of 
perforation. 

3. Small size or quick closure of the perforation, 
because of which the quantity of air that escapes is 
too small to be visualized. 

4. Trapping of the gas by adhesions. 

Pneumoperitoneum may follow other conditions 
besides ruptured peptic ulcer. The authors have 
observed it after blunt trauma to the abdominal wall 
as well as after gunshot and stab wounds. Besides 
these traumatic cases, they have observed it in nine 
cases of spontaneous rupture not due to peptic ulcer. 
In two of the latter it was due to the perforation of 
a carcinoma of the stomach; in three, to perforated 
appendicitis; in two, to the perforation of a tuber- 
culous ulcer of the small intestines; and in two to the 
rupture of a typhoid ulcer. In all but two of these 
cases, it was possible to make a correct diagnosis 
because of the history and the clinical observations. 

ALTON OcHSNER, M.D. 








424 


Sandstriém, C.: The Roentgenological Appearance 
in Cases of Benign Diverticular Growths of the 
Stomach. Acia radiol., 1929, x, 427. 

‘The author reports a case of interest from the 
point of view of differential diagnosis in which roent- 
gen examination of the stomach showed a narrowing 
of the lumen of the pylorus with the character of a 
defect, in the center of which there was a niche-like 
opaque spot. As a result of the roentgen examina- 
tion, a tentative diagnosis of ulceration with sur- 
rounding infiltration was made. 

Operation revealed a benign tumor-like hyper- 
plasia of the pyloric glands in the submucosa and 
muscularis surrounding a central diverticulum—a 
diverticular adenoma or, more correctly, on account 
of the character of the glands, an adenomatosis 
combined with a diverticulum. 

Such benign diverticular tumors (diverticular 
myomata or adenomata) are very rare. Only one 
case roentgenologically examined has been reported 
in the literature. In that case, as in the cases re- 
ported by the author, the roentgen findings were 
wrongly interpreted. On account of the associated 
presence of a diverticulum and a tumor a diagnosis 
based on the changes found in the roentgen picture— 
a niche-like opaque spot surrounded by a defect in 
the contrast shadow, an appearance typical of an 
ulceration with surrounding infiltration (callous or 
cancerous)—becomes exceedingly difficult. There- 
fore when an ulcer or cancer is suspected on clinical 
grounds it is almost impossible in these cases to ex- 
clude ulceration. For a correct detailed diagnosis it 
is probably necessary to make repeated examina- 
tions for a considerable time. The absence of spasm 
and the absence of blood in the faces are important 
findings which rule out ulcer. 


Leriche, R., and Irmann, E.: Two Cases of Lymph- 
oblastic Sarcoma of the Stomach Still Cured 
Six Years and a Half and Three Years and Ten 
Months After Resection of the Stomach (Deux 
cas de sarcome lymphoblastique de 1|’estomac 
guéris 6 ans et demi et 3 ans et 10 mois aprés résec- 
tion gastrique). Lyon chir., 1929, xxvi, 534. 

The first case reported was that of a man forty- 
three years of age who began to have vague abdom- 
inal pain in the spring of 1921. The pain soon be- 
came localized in the left hypochondrium. In July, 
1922, the patient came to the surgical clinic with a 
hard nodular tumor beneath the false ribs on the 
left side. Operation performed under ether anesthe- 
sia revealed a large nodular tumor of the antrum ex- 
tending quite high up on the lesser curvature. Re- 
section was performed with a Pélya anterior precolic 
gastrojejunostomy. 

Histological examination showed the tumor to be 
a lymphosarcoma of the stomach. Recovery from 
the operation was complicated by bilateral broncho- 
pneumonia. 

For six years the patient was well, but at the end 
of September, 1928, he began to have a feeling of 
weight in the stomach associated with the eructation 
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of gas after meals, and he again lost appetite and 
weight. On January 7 he was re-admitted to the 
hospital with a diagnosis of peptic ulcer. 

At operation, the anastomosed loop was found 
greatly dilated and the segment of the duodenum 
small. The anastomosis was not thickened, and 
there was no induration. When the stomach was 
opened the mucous membrane above the anasto- 
mosis was a little red, but there was no ulcer and no 
recurrence. The patient was discharged in good 
condition. 

The second case was that of a man fifty-three years 
of age who gave a history of pain in the epigastrium 
and loss of appetite and weight over a period of six 
weeks. A large tumor could be palpated beneath the 
umbilicus. Roentgen examination showed defective 
filling in the pyloric and prepyloric region. 

Operation performed under local anasthesia on 
May 28, 1925, disclosed a tumor of the middle part 
of the antrum with glands along the greater and les- 
ser curvatures. Resection of the horizontal part of 
the stomach was done. Histological examination 
showed the tumor to be an ulcerated lymphoblastic 
sarcoma. 

The operation was followed by uneventful recov- 
ery. When the patient was seen again in November, 
1928, he was in excellent health, but roentgen exam- 
ination showed signs of recurrence. Four months 
later, three years and ten months after the operation, 
he was still entirely well clinically. 

AupbreEY G. Morcan, M.D. 


Moise, T. S.: Gastrojejunostomy with a Trans- 
verse Jejunal Incision. N.Hngland J. Med., 1929, 
cci, 1129. 

In the technique described by the author, a point 
is selected between adjacent straight intestinal 
arteries and two small crushing clamps are applied 
side by side so that they extend across from two- 
thirds to three-fourths of the diameter of the intes- 
tine. A margin of % in. is left at the mesenteric 
border. After an incision is made between the 
clamps, the handles of the clamps are separated and 
the direction of the original transverse incision is 
changed to run parallel with the long axis of the in- 
testine. This portion of the jejunum is approxi- 
mated to the stomach along the line of the proposed 
gastric incision so that the distal loop will lie near 
the greater curvature. 

A comparative study of a series of ten experi- 
mental gastro-enterostomies performed with the 
usual longitudinal jejunal incision and ten per- 
formed with a transverse jejunal incision showed 
certain important differences. In the two series the 
operative technique and the size and site of the 
anastomotic openings were identical. In the ten 
dogs in which the anastomoses were done with the 
transverse jejunal incision the functional results 
were uniformly good. Roentgenographic studies 
showed that the stomach usually began to empty 
immediately after feeding. The emptying was never 
precipitous. The average emptying time (five and 
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one-half hours) was approximately the same as that 
in normal dogs under similar conditions. In the ten 
dogs in which the usual longitudinal incision was 
made there were three poor results. In the normally 
functioning gastro-enterostomies the average empty- 
ing time was practically the same as in the other 
series. In the three dogs with poor function there 
was marked evidence of gastric stasis. In two ani- 
mals the obstruction became progressively more 
marked and was associated with vomiting and loss 
of weight. Fluoroscopic examinations approxi- 
mately six weeks after the operation showed that 
the stomachs were greatly dilated. They did not 
empty perceptibly after six hours, and after three 
days marked gastric retention persisted. The stoma 
was much enlarged, ‘and the opposite intestinal wall 
was stretched and ballooned out in line with the 
gastric wall. 

The transverse jejunal incision is of advantage 
because the circular muscle fibers are not severed 
and, accordingly, interference to peristalsis is mini- 
mal; the distal intestinal loop gravitates downward, 
without kinking, into the optimal mechanical posi- 
tion; and distention of the stomach, instead of pro- 
ducing a valvular obstruction, maintains the patency 
of the lumen. 

In thirteen of a series of clinical cases in which 
gastro-enterostomy was performed with a trans- 
verse jejunal incision there was no six-hour gastric 
residue in the immediate postoperative roentgeno- 
grams; in eight there was slight retention; and in two 
there was a marked gastric residue. In no instance 
did complications suggesting serious impairment of 
the motor mechanism develop during convalescence. 
In none of twenty-one patients subjected to X-ray 
examination at intervals between two and nine 
months after the operation was there any six-hour 
residue. 

Of thirteen patients followed up for a year or more 
after the operation, ten were operated on more than 
two years ago and three between one and two years 
ago. The results were in general very satisfactory. 
One patient required a second operation for the 
relief of partial obstruction at the anastomosis 
attributable to pressure by the mesocolon on the 
distal loop. Another was incapacitated by rheuma- 
tism but had no further gastro-intestinal symptoms. 
A third had symptoms of the menopause, but none 
directly attributable to the gastro-enterostomy. A 
fourth, who had a gastric ulcer, was not completely 
relieved and requires a gastric resection. A fifth died 
two years after the operation from recurrent car- 
cinoma. 

The author concludes that in properly selected 
cases the results of the operation described are 
excellent. MaNnuge- E. LicuTenstetn, M.D. 


Brandberg, R.: An Experimental and Clinical 
Study of the Chemical Blood Changes in Ileus. 
Acta chirurg. Scand., 1929, \xv, 415. 


The author reviews the earlier theories as to the 
causes of death in ileus and then discusses the find- 
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ings of recent experimental studies of this problem. 
The latter show that in experimental strangulation 
of the intestine the cause of death is intoxication 
from gangrenous bowel tissue, alone or in conjunc- 
tion with peritonitis. In high simple obstruction 
(obturation) in which serious changes in the wall of 
the alimentary canal are absent, the chief lethal fac- 
tor is believed to be the loss of mineral substance 
and fluid due to failure of the secretions discharged 
into the upper portion of the alimentary canal to be 
re-absorbed. This loss leads to chemical changes in 
the blood, among which are a reduction of the 
chlorides due chiefly to the loss of gastric juice and 
a rise in the non-protein nitrogen due to the loss 
of fluid. By a series of experiments on rabbits the 
author has been able to obtain further evidence in 
support of this theory. 

Following obstruction of the upper gastro-intes- 
tinal tract the animals died very soon, and at nec- 
ropsy no important changes beyond distention were 
to be found in the alimentary canal. On the other 
hand, the blood changes mentioned appeared and it 
was evident that large amounts of chlorides, alka- 
lies, and fluid had been lost. 

Following obstruction of the large intestine the 
animals lived considerably longer, and at necropsy 
the cause of death was found to be gangrene of the 
colon due to overdistention and peritonitis. In these 
animals there were no blood changes other than 
those of starvation, and no considerable loss of min- 
eral substance or fluid could be discovered. 

Obstruction below the point of entrance of the 
pancreatic duct resulted in the greatest loss of 
chlorides and of fixed alkalies and fluid. This fact 
undoubtedly explains the old observation that sim- 
ple obstruction at this point leads soonest to death. 

In thirty-six cases of different types of human 
ileus, Brandberg investigated the non-protein ni- 
trogen of the blood, and in most of them, also the 
chlorides in the blood. 

Three cases of ileus of the stomach or duodenum 
showed at the first examination on the third or 
fourth day of the disease a distinct rise in the non- 
protein nitrogen and a reduction in the chlorides. 

In obstruction of the lower small intestine (thir- 
teen cases) a rise in the non-protein nitrogen could ° 
usually be established after the condition had been 
present for two days. 

In strangulated hernia containing small intestine 
(sixteen cases) a distinct rise in the non-protein ni- 
trogen usually did not appear until after the fourth 
day. In no cases of obstruction of the small intestine 
could a definite reduction of the blood chlorides be 
ascertained. 

In obstruction of the large intestine (four cases) 
there were no blood changes even after a course of 
several days. 

Particularly high non-protein nitrogen values are 
to be found in cases in which obstruction of the 
stomach or small bowel has been present for several 
days. It is important to know this because other- 
wise the high non-protein nitrogen value might 
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cause confusion of the condition with kidney disease. 
This error is favored also by the fact that under cer- 
tain circumstances ileus and uremia may exhibit 
rather similar pictures. 

As an aid in making the diagnosis of intestinal ob- 
struction chemical blood changes cannot be re- 
garded as of great value since in obstruction of the 
large intestine they are usually absent and in ob- 
struction of the stomach and small intestine they 
are inconstant and never occur early. Moreover, 
they are by no means pathognomonic of intestinal 
obstruction as they occur whenever larges losses of 
chlorides and fluid result from any cause. 

The chemical examination of the blood should 
have a greater clinical value as an aid in controlling 
the postoperative course in obstruction of the stom- 
ach and small intestine for if passage is started the 
existing blood changes disappear, whereas if the ob- 
struction persists the changes increase. 

The investigations of the blood chemistry have 
given a firmer support to the subcutaneous admin- 
istration of sodium chloride solution in intestinal 
obstruction. This is compensatory therapy. Un- 
doubtedly larger quantities of the solution should 
be administered than is the rule. 


Jenkins, H. P.: Experimental Ileus: I. High Ob- 
struction with the Biliary, Pancreatic, and 
Duodenal Secretions Shortcircuited Below the 
Obstructed Point. Arch. Surg., 1929, xix, 1072. 


In experiments on dogs the author produced high 
intestinal obstruction and shortcircuited the biliary, 
pancreatic, and duodenal secretions to a point below 
the obstruction. These dogs survived considerably 
longer than others in which the secretions were left 
to drain proximal to the point of obstruction. In 
some instances the operation was followed by a loss 
of weight equal to one-half the original weight. It 
caused also a gradual fall in the blood chlorides and 
a gradual rise in the carbon-dioxide combining power 
of the plasma. The non-protein and urea nitrogen 
of the blood usually fell at first and then rose gradu- 
ally until just before death, when it rose abruptly. 
Few microscopic changes were found in the organs 
at autopsy. In most cases death was due to compli- 
cations. No explanation is offered for the prolonga- 
tion of life by the shortcircuiting of the secretions. 

CLARENCE V. BaTteMAN, M.D. 


Obadalek, W.: A Contribution on Invagination in 
Children (Ein Beitrag zum Invaginationsproblem 
im Kindesalter). Beitr. z. klin. Chir., 1929, cxlvi, 668. 


The author reviews a material of 53 cases of in- 
vagination which came for treatment among ror 
cases of ileus in children under fourteen years of age 
during the period from 1910 to 1928. The marked 
increase in the incidence of invagination, especially 
in infants, since 1922 is probably to be explained by 
improvement in the diagnosis. Twenty-eight of the 
children whose cases are reviewed were infants, 
and most of the infants were between seven and 
nine months of age. Thirty-two (61.5 per cent) of 
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the children were males. In 4 cases there was a 
double invagination of the ileocecal type. 

In the author’s material, as in that of others, 
the invagination was most frequently of the ileo- 
cecal type (69.8 per cent of the cases). All of the 
cases were of the central or descending type. On 
the basis of his experimental studies the author 
believes that both the circular and longitudinal 
muscle are involved in the causation of invagina- 
tion. The ileocecal type of invagination usually 
has its origin in a spasm of the lower end of the 
ileum. Occasionally the condition is of the cecal 
type. The latter is characterized by freedom of the 
ileum and the tip of the appendix from involve- 
ment and the relatively long duration of the condi- 
tion. In spite of severe colics, there is no true ad- 
vance in the invagination, evidently because the 
end of the small intestine acts as a plug. 

Of 50 cases in which operation was performed, 
the cause was found to be a congenital or inflamma- 
tory change in 15 (30 per cent)—a polyp in 4, a 
Meckel diverticulum in 3, chronic appendicitis in 2, 
empyema in 2, gangrenous appendicitis in 1, and 
chronic appendicitis with marked lymphoma for- 
mation in 2. 

Invagination of the ileum occurred in 70 per cent. 
In 1 case of jejunal invagination a perforated ulcer 
was so tightly closed by the invagination that perito- 
nitis was prevented. As traction on the appendix 
at laparotomy caused contractions in the lower 
part of the ileum in the direction of Bauhin’s valve, 
it is very probable that chronic irritation in the 
region of the appendix may act as the exciting cause 
of invagination. 

An important réle in the causation of invagina- 
tion is played by dietetic errors, especially in nurs- 
lings, which are very sensitive to changes. Such 
errors account for the frequency of invagination 
in July. Every condition favoring disturbances of 
nutrition may cause invagination and probably 
spasmophilia. Trauma is of secondary importance. 

Invagination is manifested in nearly every case 
by pain. Vomiting is seldom absent (6 in 53 cases). 
In 4 extreme cases of perforation peritonitis the 
vomiting was of the fecal type. Blood was found 
in the stools in 62 per cent of the cases and in the 
enema water in 83 per cent. A mass was visible 
in fewer than 53 per cent of the cases, but was dis- 
covered on palpation under anesthesia in all. 
Visible peristalsis was noted in 22 cases and was 
always apparent when the abdomen was still soft 
and yielding. In the presence of meteorism, it 
was more difficult to demonstrate. The author 
ascribes great importance to the demonstration 
of free fluid in the abdominal cavity, which was 
possible in all of the cases reviewed as well as in 
other forms of mechanical ileus. He disapproves of 
roentgen diagnosis with the use of a contrast medium 
because of the associated loss of time and the possi- 
ble injury that it may cause in infants. 

In the diagnosis it is most important to differen- 
tiate intestinal invagination from intoxication which 








SURGERY OF THE ABDOMEN 


may also be associated with apathy, vomiting, 
visible peristalsis, and the presence of blood in the 
stools. The latter can be ruled out by the absence 
of a tumor and of free fluid. Of the cases reviewed 
by the author, 40 per cent were admitted to the 
hospital with the diagnosis of intoxication. Other 
erroneous diagnoses were dysentery, cavernoma of 
the ileum, Barlow’s disease, appendicitis, and 
purpura. The author erred in a case of sigmoiditis. 

Of the 50 children who were operated upon, 13 
(26 per cent) died. None of the deaths occurred 
in the first twenty-four hours. Of the children 
operated upon in the first two days of the condi- 
tion, fewer than 4.4 per cent succumbed. Four of 
6 infants and 6 of 7 older children who were oper- 
ated upon on the third day were saved. All of the 
infants and 2 of 4 older children who were operated 
upon on the fourth day died. In the cases operated 
upon still later, the results again improved. Of 
7 children only 2 died, a fact explained by the chronic 
or intermittent character of the invagination. 

The 13 children who died could not have been 
saved by taxis. In ro of the fatal cases (in 4 of which 
resection was attempted, gangrene of the intestine 
was present and in 3 the condition was three or 
four days old, the disinvagination was associated 
with tearing of the serosa, the general condition 
was very poor, a diffuse bronchopneumonia devel- 
oped, and death occurred from seven to nine hours 
after operation. Of 6 patients subjected to resec- 
tion, 4 died. However, absolute pessimism regarding 
resection is not justifiable as the results depend 
upon the time that the operation is performed. Of 
the 38 patients in whom disinvagination was done 
and the intestine remained viable, only 3 (7.89 per 
cent) died. 

The patient should be prepared for operation by 
enemas and infusions. Gastric lavage is contra- 
indicated as it is too severe. The patient should 
be placed on a warm pad and the anesthesia should 
not be begun until the last minute. The incision 
must not be too short. It should be median or para- 
rectal. Nursing infants may be allowed to nurse 
again from four to six hours after the operation. 
Eclamptic seizures should be prevented by the 
rectal administration of chloral hydrate, and fever, 
by the administration of 0.05 gm. of pyramidon ten 
hours after the operation. 

In none of the cases reviewed did dehiscence or 
fatal atony occur. The author concludes that the 
best treatment of intestinal invagination is opera- 
tion, regardless of the age of the patient or the type 
or duration of the condition. SIEVERS (Z). 


Badile, P. L.: The Effects of Closed Experimental 
Occlusion of the Jejunum and Duodenum After 
Biological Attenuation of the Contents (Sul com- 
portamento del digiuno e del duodeno nella esclusione 
sperimentale chiusa previa attenuazione biologica del 
contenuto). Arch. ital. di chir., 1929, xxiv, 645. 


Badile reports experiments carried out on dogs. 
In one series, a tract of jejunum from 1o to 15 cm. 
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long was resected near its point of fixation, the ends 
of the resected loop were closed, and an end-to-end 
anastomosis was effected between the ends of the re- 
maining intestine. In another series, a tract of duo- 
denum was isolated and closed. In both series the 
loop of intestine was emptied before it was closed, 
washed out with physiological salt solution, and 
treated with 2 or 3 c.cm. of an emulsion of bulgarian 
bacilli. 

The clinical and pathologico-anatomical picture in 
the animals in which the jejunum was excluded was 
the same as that in patients operated upon for ileus. 
After exclusion of the duodenum below the ampulla 
of Vater the animals were able to live as the cavity 
of the loop did not contain any bacteria that were 
potentially pathogenic, but the anatomical condition 
of the duodenum was greatly affected by autodiges- 
tion by the pancreatic excretion since, following the 
technique used by the author on dogs, Santorini’s 
a continues to discharge its secretion into the 
oop. 

The instillation of bulgarian bacilli into the loop 
after it had been washed and before it was closed was 
effective in destroying pyogenic bacteria, but did not 
always kill the anaérobes. In the one experiment in 
which the anaérobes were killed only one form of sap- 
rophytic anaérobe was found at operation. There- 
fore the good effect in this case was due particularly 
to the absence of pathogenic bacteria in the loop at 
the time it was excluded. 

In intestinal occlusion in man it has been found 
that the higher the occlusion the more serious the 
symptoms. The author’s experiments seem to show 
that this fact is due to the process of autodigestion 
which is more active the more concentrated the en- 
zymes producing it. Aubrey G. Morean, M.D. 


Simeoni, V.: Intestinal Exclusion as a Preliminary 
Step in Radical Operations for Abdominal Dis- 
ease (La deviazione del circulo intestinale come 
tempo preparatorio ad interventi piu radicali in di- 
versi processi morbosi dell’addome). Amn. ital. di 
chir., 1929, viii, 1013. 

As the mortality of primary resection of the intes- 
tines is high, the author believes that the chances of - 
success of radical operations can be greatly im- 
proved by first excluding the diseased part of the 
bowel to allow the organism to become adapted to 
the new conditions and to give the patient time to 
gain strength for the more radical procedure. In 
support of his opinion he cites a case in which this 
was done. 

The patient was a woman thirty-six years of age 
who began to have pain in the right lower quadrant 
of the abdomen in January, 1926, and entered the 
hospital in May, 1927, with a diagnosis of chronic 
appendicitis of doubtful nature with probably a 
Jackson membrane. At operation, the ileocecal loop 
and cacum were found entirely enveloped in a mem- 
brane. The membrane was removed, the intestine 
freed, and the appendix, which was small and atro- 
phic, was removed. 
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A month after the operation the patient was dis- 
charged in perfect health, but a year later she came 
back saying that after a month of good health she 
had begun to have pain again and a continuous re- 
mittent fever; an abscess had been opened in the 
right lower quadrant of the abdomen, and there was 
still a fistula discharging pus. On the basis of the 
clinical and roentgen findings a diagnosis of tuber- 
culoma of the cecum with a fecal fistula was made. 
Ileosigmoidostomy was performed on May 2, 1928. 
The wound healed by first intention. After this 
operation the pain persisted although roentgen ex- 
amination showed that the anastomosis was func- 
tioning perfectly. 

At a third operation, performed on November 30, 
the anastomosis was found free from adhesions and 
functioning well. The tumor with the cecum and 
ascending colon and the part of the small intestine 
between the anastomosis and the tumor were re- 
moved, together with the right adnexa which were 
adherent to the mass. The stumps of the intestine 
were then closed and the abdominal wound was su- 
tured around a Mikulicz drain. 

After this operation the fistula gradually healed, 
the abdominal pain stopped, the stools became nor- 
mal, and the patient rapidly regained her health. 

Histological examination of the specimen con- 
firmed the diagnosis of tuberculoma of the caecum. 
As the appendix was free from specific changes at 
the time of the first operation, the tuberculosis was 
latent in the wall of the caecum when that operation 
was performed or developed subsequently. 

Auprey G. Morcan, M.D. 


Gargiulo, M.: The Roentgen Picture of the Right 

Colon in Rapid Emptying of the Stomach (Il 

’ quadro radiologico del colon destro nello svuota- 

mento rapido dello stomaco). Rassegna internaz. di 
clin, e terap., 1929, X, 845. 


Twenty cases of rapid emptying of the stomach 
due to ulcer, hyperacidity, and other causes are re- 
ported with roentgenograms. They show that rapid 
emptying of the stomach produces slight lesions in 
the right colon which can be demonstrated roent- 
genologically and look in the roentgenogram like ul- 
cerous colitis. In the author’s opinion these lesions 
are due to the lack of the saponifying and reducing 
function of the bile. The ileum does not tolerate the 
acid of the unneutralized chyme well, and as it is 
capable of rapid peristaltic movements it forces the 
chyme quickly into the colon where it causes the 
changes seen in the roentgenogram. The picture is 
very much like that of alimentary dyspepsia in chil- 
dren. The lesions are not serious enough to cause 
symptoms of any importance. 

Auprey G. Morcan, M.D. 


Friedenwald, J., Feldman, M., and Rosenthal, 
L. J.:: Mucous Colitis. Ann. Int. Med., 1929, iii, 
521. 


Three views as to the nature of mucous colitis 
have been advanced: (1) that it is purely neurogenic 


and the mucus is entirely a nervous hypersecretion; 
(2) that it is catarrhal, the result of inflammation; 
and (3) that it is partly neurogenic and partly 
inflammatory. The impression is gaining ground that 
in most instances inflammatory changes are present. 
There is no question that the condition manifests 
itself mainly in persons with instability of the 
nervous system. There is also evidence indicating 
that nervous instability plays an important réle 
in its causation, and that there is a correlation be- 
tween the physical type and the secretory and motor 
disturbance. 

Contributory factors associated with the develop- 
ment of mucous colitis are chronic constipation, 
visceroptosis, cholecystitis, appendicitis, chronic 
disease of the female generative organs, endocrine 
disturbances, food allergy, abdominal adhesions, 
gastric and intestinal dyspepsia, and focal infections. 

The usual symptoms are chronic constipation, 
colicky pain, and the passage of mucus in the form 
of membranes. In the diagnosis, sigmoidoscopic 
and roentgen-ray examinations are important. 
The roentgen “string sign” is especially valuable 
although it is not constantly present. 

In the treatment, foci of infection must be eradi- 
cated, attention must be given to the nervous sys- 
tem, and the diet must be carefully regulated to 
correct Constipation, undernutrition, and any diges- 
tive disturbance that may be present. Colonic irri- 
gations are of doubtful benefit. Atropin and bella- 
donna are of value to overcome spasm. Surgical 
procedures are unnecessary and should not be un- 
dertaken. J. Frank Doucuty, M.D. 


Rankin, F. W., and Bargen, J. A.: Carcinoma of the 
Colon: Intraperitoneal Vaccination by Mixed 
Vaccine of Colon Bacilli and Streptococci. 
Arch. Surg., 1929, xix, 906. 

In the treatment of malignant growths of the 
colon the authors have found intraperitoneal vacci- 
nation with colon bacilli and streptococci a valuable 
adjunct to other pre-operative measures. In a series 
of sixty cases in which such vaccination was done 
the mortality from peritonitis was definitely lower 
and the postoperative convalescence noticeably 
smoother than in a similar series of cases used as 
controls. 

Important factors in the surgery of colonic malig- 
nancy are codperative management, careful selec- 
tion of patients for operation and of the type of 
operation for a particular case, and proper selection 
of the method of inducing anesthesia. 


David, V. C.: Sigmoidovesical Fistula. Ann. Surg., 
1929, XC, LOIS. 

The cause of sigmoidovesical fistula in any given 
case is difficult to determine. The most frequent 
origin is an abscess developing from a diverticulum 
of the sigmoid which ruptures into the bladder. 
Diverticula of the colon occur frequently without 
symptoms and as far as is known without being 
inflamed. The average age of patients with diver- 
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ticula of the colon is between fifty-five and fifty- 
eight years. One of the outstanding contributing 
factors seems to be adiposity. Constipation may be 
the result rather than the cause. 

Diverticula of the colon are generally multiple. 
They consist of hernial protrusions of the mucosa 
of the bowel through the muscularis into the fat of 
the mesentery or into the appendices epiploice. 
The relation of the blood vessels running into the 
bowel has been emphasized as a source of weakness 
in the bowel wall. The fat tags along the lateral 
mesenteric border are most affected. The most 
frequent changes developing in these diverticula 
are the result of infection with subsequent inflam- 
mation. Fecaliths of the shape and size of marbles 
may develop in the diverticula. When infection 
develops in a diverticulum of the colon a chronic 
inflammatory process usually results with indura- 
tion of the fat about the diverticulum, the formation 
of adhesions between the diverticulum and the 
surrounding structures, and in some instances the 
formation of an abscess. When an abscess forms 
it usually ruptures into the structure to which it is 
attached. This may be another loop of bowel, the 
rectum, the abdominal wall, or the bladder. If 
the diverticulum is surrounded by omentum or is 
adherent to the pelvic peritoneum, a perirectal 
abscess or a retroperitoneal abscess develops. If 
the infection in the diverticulum is acute and there 
has been no inflammatory process, the diverticulum 
occasionally ruptures into the free peritoneum with 
resulting generalized peritonitis. If, as in most 
instances, the infectious process is chronic and re- 
peated attacks of inflammation occur, with or 
without abscess formation, a chronic inflammatory 
thickening occurs in the colon, usually the sigmoid, 
_ which is hard and more or less fixed. The bowel 
in this region becomes narrowed by scar tissue, 
and a stenosis occurs which may lead to obstruc- 
tion of the bowel. The relation of carcinoma to the 
development of diverticulitis is not clear, but it is 
known that carcinoma and diverticulitis are rather 
frequently associated. 

The symptoms of diverticulitis depend on the 
inflammatory and infectious processes taking place 
in the diverticula and vary from chronic spastic 
colitis with constipation to perforative pericolitis 
with pelvic abscess, retroperitoneal abscess, blad- 
der fistula, acute perforative peritonitis, or chronic 
stenosis of the colon with an inflammatory tumor. 
The most frequent manifestations are recurrent 
attacks of pain in the lower abdomen and gas dis- 
tention associated with constipation. The stools 
may contain blood (18 per cent of cases, Judd), 
and occasionally show pus. An excess of mucus in 
the stools is common. If the inflamed diverticu- 
lum is near the bladder, it causes frequency of 
urination and burning urination. If the inflammatory 
process attaches itself to the bladder, pus is present 
in the urine. If the diverticulum ruptures into the 
bladder, gas and feces pass from the bladder on 
urination. 
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The diagnosis of diverticulosis is made not only 
on the basis of the history and physical examina- 
tion, but also by X-ray examination of the colon. 
If the bowel wall is sclerosed by scar tissue or a 
great amount of inflammatory reaction is present 
about the bowel, the diverticula may not fill and 
only a filling defect of the bowel will be seen in the 
roentgenogram. In most instances a characteristic 
filling of the diverticula is seen. Associated with the 
filling is a marked spasm of the colon which greatly 
exaggerates the haustra and gives the bowel the 
appearance of a partially closed accordion. If a 
fistula is present, barium may be seen running out- 
side the bowel or may be found in the bladder urine. 

In complicated cases, in which carcinoma of the 
sigmoid is suggested, the differential diagnosis is 
by no means easy. In diverticulitis, the symptoms 
are intermittent and the passage of bloody mucus 
and pus in the stools is much less prominent than in 
carcinoma. In patients developing a sigmoidovesical 
fistula there are a number of possibilities as to the 
cause, but the condition most commonly responsible 
for such a fistula is diverticulitis. Carcinoma of the 
upper rectum and at the rectosigmoidal juncture 
very commonly attaches itself to the base of the 
bladder and late in the progress of the disease may 
form a sigmoidovesical fistula by rupturing into 
the bladder. The differentiation between carcinoma 
and diverticulitis under these circumstances may 
be most difficult, if not impossible. Carcinoma of the 
bladder rarely perforates into the intestine. Tu- 
berculous peritonitis with abscess formation fre- 
quently results in fistula formation after the abscess 
has ruptured through the abdominal wall or into 
abdominal viscera. Carcinoma of the ovary, espe- 
cially papillary carcinomatous cysts, may involve 
both the bladder and the bowel, resulting in a 
fistulous communication between the two. Chronic 
infection of the tubes with induration and long- 
standing abscess not infrequently causes a sigmoido- 
vesical fistula. Tuberculosis of the tubes may also 
be responsible for such a condition. Rarely, acti- 
nomycosis of the large bowel and echinococcus dis- 
ease of the mesentery or pelvic organs may cause a 
fistulous communication between the bladder and 
bowel. 

The treatment of diverticulitis depends on the 
secondary inflammatory changes taking place. If 
the symptoms are merely those of spastic colitis 
with attacks of pain and gas formation, the patient 
should be given a diet rich in cellulose vegetables 
and cooked fruit to promote easy elimination with- 
out the use of cathartics or enemata. The rather 
continuous use of paraffin oil by mouth is helpful. 
Calcium salts which predispose to fecalith forma- 
tion should be avoided, as should bran, seedy fruit, 
and vegetables. Small doses of belladonna may be 
helpful in controlling spasms of the bowel. If an 
inflammatory mass develops, rest may result in its 
disappearance, but a temporary colostomy above 
the mass may be required. Later, resection of the 
involved bowel may be necessary, but after the 
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fecal stream has been sidetracked by colostomy 
these inflammatory tumors often subside. Ifstenosis 
of the bowel results, a preliminary colostomy fol- 
lowed by resection of the diseased segment of the 
bowel may be necessary. Resection may be done by 
the Mikulicz graded method or by any other ac- 
cepted method. In acute cases in which an abscess 
has formed the abscess must be drained. In acute 
perforative peritonitis, immediate operation with 
an attempt to close the source of the infection must 
be carried out. In cases of fistula between the blad- 
der and the large bowel due to diverticulitis, the 
treatment must depend upon the severity of the 
symptoms. If the process is acute, with marked 
cystitis, and is evidenced by ascending infection, 
a colostomy should be done and the bladder drained 
by an indwelling catheter until the acuity of the 
condition subsides. In cases in which there is an 
inflammatory mass between the bladder and the 
bowel and the symptoms are not. acute, expectancy 
may be tried with the hope that under the influence 
of rest the mass will subside. When the fistula is a 
chronic process and no acute symptoms are present, 
a laparotomy should be done, the communication 
between the bladder and the bowel separated, and 
each viscus closed by suture. Temporary colostomy 
is also usually indicated. In the cases of old persons 
who have had a small sigmoidovesical fistula for 
years and whose urinary tract has gained tolerance 
to faecal contamination, operation may be deferred. 

Case reports illustrating the various forms of 
treatment are presented. 

MANuEL E. Licutenstern, M.D. 


Binkley, G. E.: Radiation in the Treatment of 
Rectal Cancer. Ann. Surg., 1929, xc, 1000. 

Rectal cancer, while a relatively common disease, 
is seldom diagnosed early, the difficulty of successful 
treatment being therefore increased. The most 
effectual methods of treatment for early cases are 
irradiation and the combined use of radium and 
surgery. At the Memorial Hospital, New York, 
irradiation is the principal factor in the treatment. 
Surgery is employed in cases in which it offers an 
additional advantage. 

The following factors should be carefully con- 
sidered before treatment is outlined: (1) the ability 
of the patient to withstand appropriate treatment; 
(2) the location and accessibility of the cancer; 
(3) the size of the primary tumor and the degree of 
its infiltration and dissemination; (4) the grade of 
malignancy of the cancer; and (5) the degree of 
radiosensitivity of the cancer. 

Experience has proved that, because of the wide 
variations in these factors, the treatment of a 
given case may vary from the most radical form of 
rectal surgery to an application of external irradia- 
tion of sufficient intensity to bring about the de- 
sired result. It therefore appears advisable to grade 
rectal cancers according to their rapidity of growth, 
rate of infiltration, and tendency toward dissemina- 
tion. The following five more or less definite groups 
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are suggested: (1) slowly growing, late infiltrating, 
and very late disseminating tumors (this type has 
a marked tendency to cause early stenosis); (2) 
uniformly growing, infiltrating, and disseminating 
tumors; (3) rapidly growing, early infiltrating, and 
late disseminating tumors; (4) slowly growing, early 
infiltrating, and moderately early disseminating tu- 
mors; and (5) slowly growing, late infiltrating, and 
early disseminating tumors. 

Operability is determined largely by the general 
condition, the location of the tumor, the degree of 
fixation of the primary mass, and whether metas- 
tatic lesions have been formed. 

Previous to the institution of irradiation therapy, 
radical surgery was the only method of treatment 
by which it was possible to hope for eradication of 
rectal cancer. A review of the literature indicates 
that about 60 per cent of the cases are considered 
operable; that in those operated upon the immediate 
mortality is about 16 per cent; and that only from 
25 to 30 per cent of patients surviving the operation 
are alive at the end of three years. Assuming that 
these figures represent the true status of surgical 
treatment, only from 12 to 15 per cent of patients 
with cancer of the rectum remain alive at the end 
of three years after 60 per cent have been subjected 
to a radical operative procedure. 

The small percentage of satisfactory results fol- 
lowing radical surgery in the so-termed operable 
group and the lack of palliation provided by sur- 
gery in the inoperable group encouraged the investi- 
gation of other methods of treatment. Although 
irradiation therapy has its limitations, it is capable 
of producing satisfactory results in selected cases 
and often is especially effective when combined 
with the most suitable forms of surgery. In many 
unfavorable cases it gives considerable palliation. 

The chief factor upon which the efficiency of 
external irradiation depends is the radiosensitivity 
of the cancer cells. All rectal cancers are deep. 
The distance from the skin surface to the tumor 
varies according to location of the tumor and size of 
the pelvis. Cancers situated near the surface obvi- 
ously receive a higher percentage of the skin dose 
than those situated at a greater distance. External 
irradiation not only affects the primary focus, but 
includes within its field of activity the surrounding 
lymphatics. The use of a sufficient number of 
portals of entry above the pelvis allows a more or 
less uniform influence to be exerted upon the primary 
mass and the surrounding area. Consequently, 
external irradiation, when adequate, is not only the 
ideal method of irradiation therapy but also the ideal 
method of treatment for rectal cancer. 

The most efficient form of external irradiation is 
the use of the radium pack. When sufficient radium 
is not available for this form of applicator, high 
voltage roentgen rays may be substituted. How- 
ever, the best results appear to follow the combined 
application of radium and high voltage roentgen 
rays with radium predominating. From three to 
seven portals of entry about the pelvis are usually 
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employed, with a maximum dose for each of from 
50,000 to 60,000 mc.-hrs. of radium, the radium 
being used at a distance of 15 cm. from the skin 
and with the application of high voltage roentgen 
rays. The time required for external applications 
is usually from two to six weeks, depending upon 
the size of the dose. Slight variation in dosage of 
the two agents is required in different cases. The 
skin tolerance determines the maximum amount of 
external irradiation at each portal. The skin must 
not be permanently damaged, but slight blistering 
is of no consequence. Unfortunately, because of 
the low degree of radiosensitivity of malignant 
tissue and the depth of the tumor mass from the skin 
surface, and because of the susceptibility of the 
skin to irradiation, a sufficient dosage of external 
irradiation cannot always be given to cause the 
complete disappearance of the cancer. Under these 
circumstances, additional treatment is required. 

A number of methods of applying radium have 
been attempted in the effort to supply adequate 
irradiation at the site of tumors in which external 
irradiation is insufficient for eradication. Inter- 
stitial irradiation by gold seeds may be employed 
alone, but may be used also after preliminary ex- 
ternal irradiation since the latter includes a large 
area of lymphatics within the field of treatment. 
After external applications the ulcerating area is 
decreased in size, the tumor is smaller, and the ex- 
ternal limits are more easily defined. These altera- 
tions facilitate more accurate calculation of the dose 
and provide a more suitable field for the implants. 
An interval of from one to two weeks is allowed to 
elapse between external and interstitial applications. 

Gold seeds are from 5 to 6 mm. in length and 
75/100 mm. in diameter. They have a filter of 3/10 
mm. of gold, and vary in strength from 1 to 3 mc. 
Seeds of 1 to 2% me. are the most serviceable for 
routine application. 

The seeds are distributed throughout the mass and 
left in situ. The dose required depends upon the 
size and radiosensitivity of the tumor and should 
be of sufficient strength to eradicate the lesion in 
one application in favorable cases. Secondary 
applications are less effective and are usually fol- 
lowed by infection and necrosis. The amount of 
emanation required may vary between 10 mc. 
(1300 mc.-hrs.) and 65 mc. (8500 mc.-hrs.). 

Intensive treatment by irradiation and radical 
surgery consists of four steps which are usually 
carried out in the following order: (1) external ir- 
radiation; (2) preliminary colostomy, if indicated; 
(3) interstitial irradiation with the use of gold seeds 
in which large doses of emanation may be employed; 
and (4) resection of the rectum. 

Resection of the rectum should be done from ten 
to fourteen days after the implantation of gold seeds. 
The painful reaction ordinarily occurring in the 
diseased tissue after the use of large amounts of 
radium is prevented by early resection. Special 
care must be exercised in placing the seeds in order 
that sterilization may be obtained in the infiltrated 
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areas. The difficulties of surgical removal of the rec- 
tum are not increased by the implantation of the 
seeds unless an interval longer than fourteen days is 
allowed to elapse between the procedures. The type 
of radical operation is governed by the clinical and 
pathological factors in the case. The diversity of 
opinion as to the most suitable surgical method of 
approach will be greatly reduced when the degree 
of malignancy of rectal cancer is given equal con- 
sideration with the extent of tissue involved and 
the patient’s general condition. 

In the treatment of every case of rectal cancer, 
the question as to the advisability of performing 
a colostomy arises. As an artificial anus is always 
an inconvenience, it should be dispensed with in all 
favorable cases except those in which it affords an 
additional advantage to treatment. If the disease 
can be eradicated by external irradiation, there is 
no advantage in colostomy unless the bowel is 
completely obstructed. Colostomy is of advantage 
in about 50 per cent of cases which require the 
implantation of gold seeds. In cases requiring 
radical resection, colostomy is often a life-saving 
procedure. Moreover, exploration of the abdomen 
at the time of the operation may aid materially 
in the determination of the prognosis. 

The frequency with which rectal cancer is allowed 
to progress to an unfavorable stage before it is 
recognized increases the importance of palliative 
measures. Palliative treatment, by restraining the 
growth of the cancer, tends to lessen the symptoms, 
improve the general condition, and prolong life. 
Palliation is best obtained by irradiation but co- 
lostomy is at times of advantage. Each case must 
be treated according to its particular requirements. 

The author reviews 153 cases treated between 
June, 1925, and June, 1928. Of these, 32 were con- 
sidered favorable and 121 unfavorable. In the 
treatment of the favorable group, irradiation was 
supplemented with radical surgery in 19 instances. 
Twenty-three (72 per cent) of the patients in the 
favorable group are alive and clinically free from 
recognizable cancer; 4 are alive and in good general 
condition, and 5 are dead. One patient died of 
intercurrent disease, 3 died following operation, 
and 1 died of acute yellow atrophy of the liver 
several months after treatment. Autopsy in the 
case with yellow atrophy of the liver failed to show 
any evidence of cancer. In the unfavorable group, 
irradiation resulted in a lessening or disappearance 
of the symptoms and in many instances marked 
prolongation of life. Of the 30 patients who received 
intensive palliative therapy, 11 are dead, 12 are in 
fairly good general condition, 4 are practically free 
from symptoms, and 3 are free from recognizable 
cancer. The effect of irradiation in the cases of 14 
patients receiving only moderate intensive treat- 
ment, was manifested chiefly by a decrease in 
severity of the symptoms and marked temporary 
improvement in the general health. Ten of these 
patients are still alive and in fairly good condition. 

MANvgeL E. LiIcHTENSTEIN, M.D. 








432 INTERNATIONAL ABSTRACT OF SURGERY 


Gordon-Watson, C.: Radium Treatment of Carci- 
noma of the Rectum. Acta radiol., 1929, x, 345. 

The author considers the relation of radium treat- 
ment to operation for rectal carcinoma. He con- 
cludes that radium should be used chiefly for inop- 
erable and borderline cases and in these only in con- 
junction with surgery. He gives an account of the 
indications for radium treatment, the technique, 
dosage, and methods of attack. Neumann’s method 
of irradiation with needles after exposure of the 
growth from the perineum is described in detail, 
with diagrams showing the distribution of the nee- 
dles. Other methods are considered more briefly, 
namely, intra-abdominal irradiation, intrarectal 
irradiation, irradiation through the vagina, irradia- 
tion through the skin of the perineum, surface ir- 
radiation on Columbia wax, and irradiation with a 
bomb at a distance. 

In a few cases the author has used irradiation as a 
preliminary to excision, but the method is still under 
trial. He has employed it also for the treatment of 
recurrences after operation. In a period of four and 
a half years he has used it in a total of sixty-five 
cases and on the whole the results have been encour- 
aging. He is convinced that great alleviation can be 
obtained from irradiation in advanced cases, but he 
does not at present prefer radium treatment when 
the growth can be removed by operation. 


Hocheneg¢, J.: Observations on the Maintenance 
of Continence in Patients Operated upon for 
Carcinoma of the Rectum (Beobachtungen zur 
Erhaltung der Kontinenz bei wegen Mastdarm- 
krebs Operierten). Orvosképzés, 1929, xix, 457. 

The author does not consider the sacro-abdominal 
method the procedure of choice in carcinoma of the 
rectum as in his cases the original sacral method 
has given very satisfactory results with a consider- 
ably lower mortality. 

Of the author’s 1,700 cases of rectal cancer, 1,000 
were operated upon by the sacral route. The mor- 
tality was 12 per cent, and 35 per cent of the patients 
remained free from recurrence after three years. 

In recent years inoperable cases have become more 
numerous. On the average the patients were sick 
for fourteen months before they came to the clinic. 

The site of the recurrence is usually the perirectal 
connective tissue. Therefore extensive resection 
far from the neoplasm, not only above and below 
but also laterally, is necessary. Hochenegg at- 
tempts to preserve the sphincter, regardless of the 
primary treatment of the stump, as later it may be 
possible to restore continence with the mobilized 
upper segment of bowel either by direct suture or 
by drawing it through. Fistule may close spon- 
taneously or may be closed by the flap plastic 
method of Rotter. 

The primary drawing-through procedure is sel- 
dom possible, but in 58 per cent of cases in which 
it is done the patient remains continent. Incon- 
tinence of a sacral opening in the rectum may be 
made a tolerable condition by the use of a pad 


bandage. Rubber stoppers should not be intro- 
duced into the lumen of the intestine; a rubber 
sponge pressed against the sacral region by a metal 
spring is better. The patient with incontinence 
should press upon the abdomen during defecation 
tosecure more complete evacuation of the bowel. 
As regards secondary operations to obtain conti- 
nence, the author stutes that prolapse of the intes- 
tine, which can be brought about by pressure, 
considerably facilitates the solution of the problem. 
The bowel segment is freed by a circular incision, 
the duplication is straightened out, and the intes- 
tine then drawn through the preserved sphincter. 
Sphincter-formation operations (Rydiger and Witzel 
methods with tunnelled portions of muscle) are 
also of great value. EnpReE MaKAt (Z). 


Gobbi, L.: Primary Sarcomata of the Rectum (Sui 
sarcomi primitivi del retto). Clin. chir., 1929, v, 
1488. 

Most of the malignant tumors of the rectum are 
epitheliomata. Sarcoma of the rectum is very rare. 
The author believes that his case is the thirty-third 
to be reported. 

Gobbi’s patient was a man sixty-one years of age 
who was admitted to the hospital with a diagnosis of 
hemorrhoids. His illness had begun only about four 
months previously with tenesmus and a feeling of 
weight in the lower part of the rectum. These symp- 
toms were soon followed by pain and hemorrhage 
which increased progressively. The faces became 
ribbon shaped. About twenty days before the pa- 
tient’s admission to the hospital he felt spontaneous 
pain in the right hypochondrium for the first time 
Pressure caused this pain to become more intense. 

On examination, pain was elicited at the lower 
edge of the liver and about four finger-breadths be- 
low the costal arch. The upper surface of the liver 
was hard and nodular. Digital examination of the 
rectum revealed a round tumor the size of an orange, 
with a nodular surface which in places was ulcerated 
and a short pedicle implanted on the posterior wall 
of the rectum. A diagnosis of pedicled sarcoma of the 
rectum with metastases in the liver was made and 
the tumor removed by sectioning the pedicle. Death 
resulted a few days later. 

Microscapic examination showed the tumor to be 
a round-celled sarcoma. Such sarcomata generally 
originate from the connective tissue of the rectum, 
but as the tumor in this case contained smooth mus- 
cle fibers, Gobbi believes it originated from the inter- 
fascicular connective tissue of the muscle layer. 

Auprey G. Morcan, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 
Judd, E. S.: The Physiology of the Liver and Its 
Relation to Surgery of the Biliary Tract. Ann. 
Surg., 1929, XC, 1035. 
There is very little occasion for the operation of 
cholecystostomy except as a temporary procedure. 




















SURGERY OF THE ABDOMEN 


If operated on at all, the gall bladder should be re- 
moved as its involvement is undoubtedly only a part 
of a disease condition throughout the biliary tract. 

The functional activities of the liver are carried 
on by two distinct epithelial systems. One of these 
is made up of the hepatic cells which are particu- 
larly active in the function of storing glycogen and 
undoubtedly have much to do also with the for- 
mation of urea, the metabolism of bile salts, and 
other functions. In all probability, inflammation 
or obstruction in the bile ducts interferes a good 
deal with the activity of these cells. Even if dis- 
turbed for a long time, they may recover and even 
regenerate in cases in which there is actual de- 
struction of some of the tissues. Surgical procedure 
is indicated to remove inflammatory and necrotic 
tissue and to release all pressure in the bile ducts. 
The other type of hepatic cell is the endothelial 
cell, which is called the “stellate” or “Kupffer” 
cell. This is a part of the general reticulo-endothe- 
lial system. Undoubtedly, inflammation and ob- 
struction of the biliary passages also interfere 
greatly with the activity of this cell. Relief of these 
conditions is indicated in biliary surgery to allow 
these cells to regain their function. 


Halpert, B.: The Gall Bladder: Its Functions and 
Some of Their Disturbances in the Light of 
Recent Investigations. Arch. Surg., 1929, xix, 
1037. 


The theory that the gall bladder is a reservoir the 
function of which is to supply concentrated bile 
whenever it is needed in the intestine does not 
explain such phenomena as the occurrence of biliary 
concretions and hydrops of the gall bladder, the oc- 
casional absence of clinical signs and symptoms in 
the presence of gall stones, and the not infrequent 
occurrence of typical signs and symptoms of 
cholelithiasis in the absence of concretions. The 
experimental findings of Rous and McMaster 
indicate that the factor leading to stagnation of bile 
in the viscus is a disturbance of the resorptive 
function of the gall bladder and not a mechanical 
obstacle which hinders free inflow and outflow. 

In 1924, the author suggested that bile which once 
entered the gall bladder did not ordinarily leave it 
again by way of the cystic duct, but is resorbed by 
the gall-bladder mucosa and passed into the general 
circulation. He maintained that by such resorption 
of bile the pressure within the biliary system is reg- 
ulated when the sphincter of the common duct is 
closed. He suggests that the structure of the gall 
bladder, the curves of its neck, the narrow cystic 
duct, and the complicated folds of Heister are ar- 
rangements that compensate for pressure changes 
in the hepatic ducts. He concludes that pressure, 
probably that exerted on the liver during in- 
spiration, forces bile into the gall bladder when the 
ampulla of Vater is closed. The chief function of 
the muscular coat of the gall bladder, he believes, 
is to prevent overdistention and adjust the size of 
the organ to its contents rather than to empty the 
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viscus. This theory is supported by the fact that in 
certain animals a complete contraction of the gall 
bladder is impossible because of the structure or 
topography of the organ. It is supported also by 
the data thus far obtained in studies of the spon- 
taneous contractions of the isolated gall bladder of 
the dog. In experiments carried out by the author 
and Lewis, the isolated gall bladder of the dog in 
Locke’s solution showed rhythmic contractions oc- 
curring at the rate of from one to three per minute. 
When pressure changes were effected in the viscus 
a change was registered, but the curve soon returned 
to its former shape. 

Under stress, the muscular coat of the gall bladder 
hypertrophies. The cystic duct dilates, the curves 
of the neck become exaggerated, a relative insuf- 
ficiency of the heisterian folds becomes evident, and 
numerous outpouchings called the ‘Rokitansky- 
Aschoff sinuses”? appear. The outpouchings pene- 
trate the muscular coat and are due undoubtedly to 
extensive contractions following prolonged and re- 
peated overdistentions of the viscus. 

Methylene blue injected intravenously into rabbits 
appeared in the common duct in a few minutes. 
Its concentration then remained constant for an 
hour or two. By the end of six hours it had dropped 
from a fifth to a fifteenth of its highest concen- 
tration. ‘The bile removed from the gall bladder 
six hours after the intravenous administration of 
the dye contained from two to twenty-two times 
as much dye as the bile in the common duct. Ap- 
parently this bile entered the gall bladder by way 
of the cystic duct or was excreted into it from the 
blood stream. In animals in which the cystic duct 
was tied, scarcely any trace of methylene blue could 
be found in the gall-bladder bile. 

When animals were fed methylene blue through 
a stomach tube, little if any of the dye was found 
in the common duct after from twelve to thirty- 
six hours, whereas the gall-bladder bile invariably 
contained the dye. In fact, the dye was usually 
recoverable from the gall-bladder bile even after 
seventy-two hours. In the author’s opinion, the 
tenacity with which the dye is retained in the gall 
bladder long after the liver has ceased to produce 
bile containing the dye is one of the strongest indi- 
cations that the bile does not leave the gall bladder 
through the cystic duct under ordinary conditions. 

If resorption is the principal function of the gall 
bladder, stagnation in the gall bladder may be due 
to abnormal composition of the bile or a disturb- 
ance of resorption by the gall-bladder mucosa. 
Stagnation of the former type is a hepatogenous 
stasis and probably similar to cholesterosis pro 
duced by a hypercholesterolemia. Cystogenous 
stasis is caused by infections and new-growths which 
impair the function of the wall of the gall bladder. 

The author concludes that gall stones are of three 
types: (1) pure stones of hepatogenous origin con- 
taining pure cholesterol, biliary pigments, or cal- 
cium carbonate; (2) mixed stones, probably due to 
the retention of stone constituents in the bile as the 
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result of a diseased condition of the wall of the gall 
bladder; and (3) stones of both hepatogenous and 
cystogenous origin, represented by mixed gall stones 
with a nucleus of one type and successive lamine 
of another. STANLEY H. MENTZER, M.D. 


Baumgartner, C. J.: Pathological Lesions of the 
Gall Bladder. Surg.,Gynec. & Obst., 1929, xlix, 780. 


The lesions in a series of 4,575 gall bladders were 
classified according to a simplified grouping and 
the clinical manifestations in each group studied 
for comparison. There are no characteristic symp- 
toms or clinical signs to differentiate the apparently 
earlier types of cholecystic disease, but the later 
stages of the condition present certain typical find- 
ings. 

The clinical features of chronic catarrhal chole- 
cystitis and strawberry gall bladder, or cholesterosis, 
were identical. The occurrence of stones in a fairly 
high percentage of gall bladders showing minimal 
pathological change indicates that the gall bladder 
may assume a normal appearance between attacks. 

Chronic fibrous cholecystitis showed a _ higher 
incidence of gall-stone colic, jaundice, chills, and 
fever than the groups of chronic catarrhal chole- 
cystitis and strawberry gall bladder or cholesterosis. 
Stones were present in 89 per cent of the cases in 
this group. 

Acute and subacute cholecystitis may occur 
without an appreciable increase in the temperature 
or leucocytosis. Gall stones occurred in 96 per cent 
of the cases. 

The symptoms of empyema of the gall bladder 
vary greatly. The chronic form is usually not 
accompanied by grave manifestations; the acute 
form not infrequently is fulminating. Stones oc- 
curred in 96 per cent of the cases. 

Gangrene of the gall bladder is associated with 
marked clinical manifestations. There is marked 
tenderness, and the temperature and leucocyte 
count are higher than in the acute forms. Stones 
occurred in 96 per cent. 

Hydrops of the gall bladder was associated with 
stone lodged in the cystic duct in 96 per cent of 
the cases. A mass was palpable in 20 per cent. 
The patients were not nearly so ill as patients with 
acute empyema or gangrenous cholecystic disease. 

Papillomata occur more frequently than the re- 
ported frequency. The single papilloma is friable 
and easily overlooked. The relation between pap- 
illoma and malignancy is problematic. 

Adenomata always occur in the fundus. Normally, 
glandular tissue is not present in the fundus of the 
gall bladder; its presence in some cases may partially 
explain the occurrence of adenocarcinoma in this 
situation. 

The common types of malignant lesions of the 
gall bladder are: carcinoma simplex, adenocar- 
cinoma, squamous-celled epithelioma, papillary 
carcinoma, and sarcoma. Stones are a constant 
factor. Clinically malignant conditions of the gall 
bladder may be classified in two groups. In the 


first group the history is that of mild cholecystic 
disease; in the second group, that of colic of long 
duration with a short terminal phase of loss of 
appetite, loss of weight, and constant pain; and 
in the third group, that of colic of short duration 
with a coincident malignant phase of loss of weight, 
anorexia, and pain. 


Elman, R., Arneson, N., and Graham, E. A.: The 
Value of Blood-Amylase Estimations in the 
Diagnosis of Pancreatic Disease: A Clinical 
Study. Arch. Surg., 1929, xix, 943. 


A large percentage of pancreatic lesions are un- 
recognized until laparotomy or autopsy is performed. 
Clinical attempts to recognize pancreatic disease 
have been disappointing. However, determinations 
of the amylase content of the blood serum seem to be 
of some promise as a diagnostic aid. Laboratory 
data suggest that probably a large portion of the 
blood amylase is of pancreatic origin. In dogs, liga- 
tion of the pancreatic ducts led to a prompt increase 
in the blood amylase to as much as seventy-five 
times greater than the normal amount in a period of 
twenty-four hours. After two weeks the concentration 
gradually fell to normal. At necropsy, the pancreas 
was found hard and showed atrophy of the acini. 

As experimental findings of workers using the 
Wohlgemuth or the Moeckel and Rost methods of 
amylase detection have been more or less variable, 
the authors devised a new method which they have 
found to be simpler and to yield more consistent re- 
sults. It is based on the diminution of the viscosity 
of a starch solution. By means of this procedure it is 
possible to follow quantitatively and continuously 
the course of the diastatic reaction, that is, the 
breaking down of the starch to dextrose, as each step 
of the reaction involves the hydrolysis of larger to 
smaller molecules and hence a reduction of viscosity. 
Every step of the diastatic reaction is measurable at 
the same time. Time is used as a measure of enzyme 
concentration. The measure of time is made with a 
stop-watch, the difficulty of selecting a color change 
as in the Wohlgemuth method being thus obviated. 
The authors describe the method in detail. 

Standards were obtained from twenty-five pa- 
tients with a normal pancreas. In twenty-one of 
twenty-two cases with abnormal values, disease of 
the pancreas was found either at operation or at 
autopsy. In ten cases the pathological condition 
was chronic pancreatitis; in seven, pancreatic malig- 
nancy; in two, acute pancreatitis; in two, pancreatic 
cysts; and in one case each, injury of, and pressure 
upon, the pancreas. In repeated determinations on 
the same specimen, the method was found accurate 
to within 1o per cent. In a number of patients the 
amylase determination gave the only indication of 
the pancreatic condition. 

Jaundice had no effect on the amylolytic activity 
of the blood. Because of this fact the authors were 
able to exclude the pancreas in a number of cases of 
painless jaundice when the clinical signs pointed to 
pancreatic,carcinoma. Srtantey H. Mentzer, M.D. 
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Skoog, T.: The Value of the Wohlgemuth Diastase 
Reaction in the Urine as an Aid in the Differ- 
ential Diagnosis of Acute Abdominal Condi- 
tions, Especially Acute Conditions of the Pan- 
creas (Ueber den Wert der Wohlgemuthschen Dias- 
tasereaktion im Harn als Differentialdiagnostisches 
Hilfsmittel bei akuten Bauchzustaenden, mit be- 
sonderer Beruecksichtigung der akuten Pankreas- 
affektionen), Acta chirurg. Scand., 1929, \xv, Supp. 
XIV. 

The author reviews 350 cases of acute abdominal 
conditions in which 3,000 determinations of the 
diastase in the urine were made at the Lund surgical 
clinic during the period from 1925 to 1927. The re- 
sults and conclusions are summarized briefly as fol- 
lows: 

1. From the point of view of differential diagno- 
sis, only values above 256 in Wohlgemuth’s series are 
of any practical importance in acute abdominal con- 
ditions. 

2. An increase of the diastase in the urine beyond 
256 in an obscure acute abdominal condition points 
first to some affection of the bile ducts or the pan- 
creas. 

3. Absence of pathological diastasuria in an acute 
abdominal condition excludes acute processes in the 
pancreas provided the examination of the urine is 
undertaken within one or one and a half days after 
the onset of symptoms. 

4. In an acute affection of the bile ducts with no 
pancreatic symptoms a pathological diastasuria may 
be of some importance for the diagnosis of the pres- 
ence or absence of stones in the common duct as the 
cases of common duct stone reviewed showed an in- 
crease in the diastase in the urine 5 times as often as 
the cases without stones in the common duct. 

5. From the point of view of prognosis the degree 
of diastasuria in pancreatic conditions is of no im- 
portance. 

6. In acute bile-duct affections a pathological 
diastasuria is of some importance in the determina- 
tion of the operative indications as it points to ana- 
tomical relations between the bile ducts and pan- 
creas which predispose to the development of a seri- 
ous pancreatic affection on the basis of the biliary 
tract condition. 


Archibald, E.: Acute (kdema of the Pancreas. 
Ann. Surg., 1929, xc, 803. 

In experiments on a cat, a tiny cannula was intro- 
duced into the pancreatic duct through the opened 
duodenum and a small amount of clean gall-bladder 
bile aspirated from the cat’s gall bladder allowed to 
run into the pancreatic duct. The head and body of 
the pancreas rapidly became congested and cedema- 
tous. Sections removed showed the marked ocdema 
grossly and microscopically. When the abdomen 
was re-opened a few days later, the pancreas was 
found to be practically normal, showing only mild 
oedema both grossly and microscopically. 

In another cat the cystic duct was cut between 
ligatures and bile was collected by means of a can- 
nula inserted into the common duct through the 


435 


duodenum. A cannula was then inserted into the 
pancreatic duct and liver bile allowed to run into the 
duct without pressure. A glassy oedema of the body 
and head of the pancreas immediately resulted. 
Sections of the pancreas showed a condition much 
the same as that found in the first cat. When the 
abdomen was re-opened six days later the pancreas 
was practically normal grossly and microscopically. 

Archibald believes that an analogous condition 
occurs in man; that it is due to the entrance of bile 
into the pancreatic duct under abnormal conditions; 
and that the oedema may subside rapidly. He as- 
sumes also that this condition is responsible for 
many of the attacks of more or less severe epigastric 
pain which remain unexplained. Such attacks have 
been ascribed to digestive disturbances, gastritis, 
neuroses, neuralgia of the stomach, intestinal dys- 
pepsia, and disease of the biliary tract, usually gall 
stones. As it subsides within from twenty-four to 
forty-eight hours, it remains undiscovered. The 
patient may have many such attacks, and comes to 
speak tolerantly of his ‘‘indigestion.” 

In support of his theory the author cites a case in 
which the urine showed lipase during one of the at- 
tacks. At operation, the pancreas was found firmer 
and larger than normal, practically the entire organ 
being enlarged. Nothing else abnormal was dis- 
covered in the abdomen. As this was before the days 
of prolonged biliary drainage for pancreatitis, noth- 
ing was done. The patient had several attacks fol- 
lowing the operation. Archibald made a diagnosis 
of pancreatitis before the operation and maintains 
that the later attacks were due to a mild form of that 
condition. 

Abnormally severe epigastric pain radiating to the 
left; persistent epigastric tenderness on finger pres- 
sure, which is limited to the anatomical position of 
the pancreas; a Head zone of hyperesthesia in the 
left flank at the level of the eighth to the tenth dor- 
sal segments; a transient hyperglycemia; and a pos- 
itive test for diastase or lipase in the blood or urine 
point to the pancreas. If all of these signs disappear 
within a few days, their disappearance, correspond- 
ing to resorption of the pancreatic exudate, is a fur- 
ther link in the diagnostic chain. 

In conclusion, Archibald urges that under the cir- 
cumstances described operation be performed. When 
the pancreas is found swollen, the operation should 
consist of cholecystostomy with bile drainage main- 
tained for a period of from one to two months ac- 
cording to the degree of the pancreatic swelling, to 
give sufficient time for thorough resolution of the 
pancreatic exudate. Cart R. STEINKE, M.D. 


Brocq, P.: Chronic Pancreatitis with Icterus (A 
propos des pancréatites avec ictére). Bull. et mém. 
Soc. nat. de chir., 1929, lv, 1096. 


The author reports two cases of jaundice due to 
chronic pancreatitis and one case of jaundice of 
doubtful origin. 

The first case was that of a woman aged twenty- 
five years who complained of severe attacks of 
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abdominal pain which had recurred over a period of 
six months. The first attack occurred during the 
night and was followed by jaundice which persisted 
for several days. Every two months subsequently 
there were similar attacks accompanied by jaundice 
and fever. 

«4 When the patient entered the hospital the liver 
was slightly enlarged and palpation revealed three 
painful points, one over the gall bladder, one high in 
the epigastrium, and one just to the right of the um- 
bilicus. She had lost about 6 kgm. She was ordered 
to take a lactovegetarian diet and oleic acid. During 
the next three months she nearly recovered her nor- 
mal weight and the painful attacks ceased com- 
pletely, but a slight discoloration of the skin and con- 
junctive persisted. At the end of the three months 
an attack of obstructive jaundice occurred. Ordi- 
nary roentgenograms and roentgenograms taken 
after the ingestion of tetra-iodide remained negative. 
The clinical diagnosis was cholelithiasis, perhaps 
with engagement of a stone in the cystic duct and 
attacks of angiocholecystitis. 

Operation revealed a rather voluminous gall blad- 
der with a thickened wall which was filled with 
stones, and a severe pericholecystitis with adhesion 
of the gall bladder to the contiguous organs. The 
head of the pancreas was enormous, hard, and bos- 
selated. Brocq removed the gall bladder and drained 
the common duct. 

After the operation the patient had no further at- 
tacks of pain or jaundice, but found that it was 
necessary to regulate her diet because after a dietary 
indiscretion she became conscious of a sensitive spot 
in the right side. 

The second case was that of a woman twenty- 
eight years of age who gave a history of chronic 
jaundice and attacks of pain and fever. The diag- 
nosis was the same as in the first case. Careful ex- 
ploration during operation failed to reveal a gall 
bladder. The head of the pancreas was enormous, 
bosselated, and apparently full of small fibromata. 
The common duct was free from stones and was not 
distended. The hepatic duct was drained. The bile 
flow was very slight during the first forty-eight 
hours, but became abundant after a few days. The 
jaundice disappeared. The drain was left in place 
for a month. This case was treated too recently to 
permit a prognosis. 

The author is convinced that in neither of these 
cases was the condition a pancreatic cancer. He be- 
lieves that it was a chronic pancreatitis because 
both of the patients were young and especially be- 
cause the general condition returned to normal and 
the jaundice disappeared. 

In discussing the second case he states that ab- 
sence of the gall bladder in man is rare. Huschke 
reported eleven cases in which a common duct was 
found. Cheray and Pavel estimate the number of 
cases of complete absence of the gall bladder on 
record as thirty. In most of them the common duct 
was enlarged. In the author’s case the common duct 
was of normal size. In another case Brocq found a 


gall bladder the size of a hazelnut with a very large 
common duct. 

In the third case of chronic jaundice reported in 
this article, that of a woman forty-three years of 
age, there was slight induration of the head of the 
pancreas. Cholecystostomy was followed by im- 
mediate disappearance of the jaundice. Three roent- 
genograms taken after the injection of lipiodol 
showed that the bile ducts were permeable, but the 
common duct appeared constricted in the upper 
median portion. Brocq concluded that the condition 
responsible for the jaundice was either a chronic pan- 
creatitis or a partial choledochitis. Pace. 


Breyer, J. H.: Pancreatitis; Its Treatment As Re- 
lated to Gall-Bladder Infection. California & 
West. Med., 1929, xxxi, 382. 


A close relationship between pancreatitis and bili- 
ary disease is recognized. The pancreatic lymphatics 
drain toward the head of the pancreas and the com- 
mon bile duct and anastomose with the lymphatics 
coming from the gall bladder. There is a close rela- 
tionship between the lymphatics of the gall bladder, 
the liver, and the pancreas. 

Acute pancreatitis is hemorrhagic, gangrenous, or 
suppurative. It is usually a necrotic process. The 
haemorrhagic form is often associated with fat necro- 
sis and gall stones. Chronic pancreatitis is charac- 
terized chiefly by an increase in the fibrous tissue of 
the pancreas. In its late stages the gland feels hard 
and nodular. Obstruction of the common bile duct 
may result from the fibrosis and tumefaction of the 
head of the pancreas. 

The cause of these pathological changes is still dis- 
puted. There are records of cases in which the infec- 
tion was traced to the appendix and to a duodenal 
ulcer. Evidence as to whether the infection or other 
causal agent reaches the pancreas through the lym- 
phatics or by way of bile retrojected into the ducts 
of the pancreas is far from conclusive. 

The mortality of operation for acute pancreatitis 
has been decreased by early diagnosis and prompt 
surgical treatment. The disease is most often mis- 
taken for high intestinal obstruction or perforation of 
a gastric ulcer or the gall bladder. All of these condi- 
tions require prompt surgical intervention. When 
the abdomen is opened the escape of bloody fluid and 
the presence of areas of pancreatic fat necrosis make 
the diagnosis positive. The bloody exudate should 
be aspirated as it is highly toxic. Tension in the cap- 
sule of the pancreas should be relieved by drainage 
established with Penrose drains. A careful exami- 
nation of the gall bladder should be made. If the 
gall bladder shows evidence of infection it should be 
drained. 

Chronic pancreatitis is usually not recognized un- 
til an operation is performed on the biliary tract. 
The first step in the treatment should be removal of 
the focus of infection. Cholecystectomy rather than 
drainage of the gall bladder is recommended. Drain- 
age of the common duct may be done with a T tube 
or with catheters. 
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Pancreatic asthenia requires supportive treat- 
ment, the restoration of body fluids, and the use of 
glucose and insulin. 

Cases of different types of pancreatitis are re- 
ported. Harry W. Fink, M.D. 


Miani, A.: Acute Necrosis of the Pancreas (Con- 
tributo anatomoclinico alla conoscenza della ne- 
crosi acuta del pancreas). Ann. ital. di chir., 1929, 
viii, 1265. 

Miani reports two cases of acute necrosis of the 
pancreas which presented some rather unusual fea- 
tures. One of the patients was a woman of sixty-five 
years and the other a man of sixty-four years. In 
neither case was there a history of previous intoxica- 
tion or disease, and in neither did operation or au- 
topsy disclose any of the more frequent local or gen- 
eral causes of pancreatic necrosis such as lithiasis, 
anomalies of the gland ducts, and ulcer of the duo- 
denum. One of the patients presented vagotonia and 
hyperglycemia without glycosuria. Because of the 
course of the symptoms and the presence of a swe!!- 
ing in the epigastrium and the left upper quadrant 
of the abdomen, both patients were admitted to the 
hospital with a diagnosis of intestinal occlusion. One 
of them was operated upon forty-eight hours, and 
the other twenty-four hours, after the beginning of 
the disease. The swelling was found to be caused by 
the thickened retracted omentum which was opaque 
and finely granular to the touch. 

The haemorrhagic and necrotic changes found in 
the great omentum in cases of pancreatic necrosis 
are caused by activated pancreatic ferments carried 
to the omentum by the blood or lymph. These 
changes occur quite early; in the author’s second 
case they began within twelve hours of the beginning 
of the illness. If the abdomen is opened on the basis 
of an uncertain diagnosis, such findings at once in- 
dicate examination of the pancreas. 

The course of acute necrosis of the pancreas is 
rapid, and death usually occurs from eighteen to 
twenty-four hours after the beginning of the symp- 
toms. The only hope of recovery lies in early opera- 
tion. Auprey G. Morean, M.D. 


Nordmann, O.: Acute Pancreatic Necrosis and 
Cholecystitis (Akute Pankreasnekrose und Chole- 
cystitis). Chirurg, 1929, i, 721. 

Whereas formerly the co-existence of disease of 
the gall bladder and disease of the pancreas was 
regarded as accidental (Koerte, Kehr), in recent 
years attention is being called more and more fre- 
quently (Schmieden, Coenen) to the close rela- 
tionship between acute pancreatitis and chole- 
cystitis. In 1913 the author stated that in every 
operation for acute pancreatitis the biliary tract 
should be examined and the gall bladder removed 
or the common duct drained. In this article he 
reports the results of this procedure in twenty- 
seven cases of acute pancreatitis which he has 
operated upon since the war. In nearly all of these 
cases there was a definite history of biliary tract dis- 
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ease. Besides the clinical symptoms, the diastase val- 
ues in the blood and urine confirmed the diagnosis. 

The cholecystectomy or drainage of the common 
duct performed as the result of examination of the 
biliary tract produced no improvement in the mor- 
tality of the operation. In the author’s opinion, 
restoration of the diseased pancreas cannot be 
influenced by any therapeutic measure. The mor- 
tality is about 50 per cent. In two cases in which an 
immediate operation was contra-indicated by the 
patient’s very poor general condition, both patients 
recovered after an abscess developing later in the 
omental bursa had been opened by a simple opera- 
tion. Accordingly, the author refrained from opera- 
ting also in seven other cases of severe pancrea- 
titis, limiting the treatment to the administration 
of small doses of insulin, infusions, and cardiac 
stimulants. Only two of the patients died. The 
five others were discharged cured without operation. 

On the basis of his experience the author has come 
to the conclusion that the association of pancrea- 
titis and cholecystitis is of importance chiefly as 
regards the prevention or diagnosis of pancreatitis, 
and that in biliary tract diseases with a tendency 
toward the development of pancreatitis operation 
should be performed earlier. However, this knowl- 
edge has led to no improvement in the operative 
measures. The author therefore recommends that 
after the development of pancreatitis an individual- 
izing therapy be used and that, in suitable cases, 
this be restricted to entirely conservative measures. 

Howm (Z). 


MISCELLANEOUS 


Morley, J.: Afferent Impulses from the Skin in the 
Mechanism of Abdominal Pain. Lancet, 1929, 
ccxvil, 1240. 

Weiss and Davis have recently reported that pa- 
tients with localized abdominal or thoracic pain are 
relieved of the pain, partially or completely, by novo- 
cain infiltration of the skin over the painful area. 
They claim that this is experimental proof of 
Mackenzie’s viscerosensory reflex theory of referred 
pain. 

Morley reports a study of the effects of novocain 
infiltration of the skin over localized areas of pain in 
abdominal lesions with reference to: (1) the spon- 
taneous pain, (2) the pain felt on coughing, (3) the 
objective cutaneous hyperalgesia as tested by light 
pinching of the skin, and (4) the deep tenderness and 
associated muscular rigidity. 

Spontaneous pain was abolished in six of eight 
cases and relieved in the two others. Pain felt on 
coughing was definitely affected, although not to 
such an extent as spontaneous pain. Hyperalgesia 
was abolished. The effect on deep tenderness was 
slight, and the effect on muscular rigidity hardly 
appreciable. 

The results confirm the findings of Weiss and 
Davis, but Morley interprets them differently. Weiss 
and Davis, holding to Mackenzie’s viscerosensory 
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reflex theory, believe that the impulses pass along 
the splanchnic nerves to the cord segments, where 
they set up an “irritable focus,”’ and that normal 
afferent inpulses from the peripheral structures pass 
through the irritable focus, giving rise to painful 
sensations referred to the peripheral structures. 
Morley states that these experiments do not prove 
the truth of the viscerosensory reflex theory of 
referred pain any more than they prove the truth 
of his theory of peritoneocutaneous radiation, but 
they demonstate that either the one theory or the 
other is the correct explanation. 

In a previous article Morley presented evidence 
that the localized pain in the right iliac fossa in acute 
appendicitis is the result of stimulation of the ex- 
quisitely sensitive parietal peritoneum, and that the 
afferent splanchnic nerves from the appendix are 
not concerned. The initial epigastric pain is a purely 
visceral pain. 

The occurrence of shoulder-tip pain when the 
undersurface of the diaphragm is stimulated by an 
irritating fluid, as following the perforation of an 
ulcer or when, under spinal anesthesia, a swab is 
applied to the undersurface of the diaphragm, offered 
a chance to prove the peritoneocutaneous theory of 
radiation. The possibility that the splanchnic nerves 
may act as the conducting mechanism is ruled out 
sinceit is generally admitted that the sensory fibers of 
the phrenic nerve are the afferent mechanism. In one 
case of ruptured duodenal ulcer it was found that 
infiltration of the shoulder-tip area abolished the 
spontaneous pain in that area and in another it gave 
marked relief. In both cases the localization of the 
fluid was in the right subphrenic space, and the 
right shoulder-tip area was infiltrated. When, under 
spinal anesthesia, a swab was applied to the domes 
of the diaphragm during the process of cleansing the 
peritoneum, the resulting pain was acute in the left 
(uninjected) shoulder-tip area in both cases when 
the left dome was touched, but only mild pain was 
felt in the infiltrated shoulder tip when the right 
dome was touched. 

These findings indicate that the pain is produced 
by a process of peritoneocutaneous radiation, since 
radiation of pain to the shoulder tip by the splanch- 
nic nerves is not possible. Anesthesia of the skin 
over the shoulder cuts off the normal afferent stimuli, 
thereby profoundly modifying the sensation of pain 
although the direct afferent path through the 
phrenic nerve to the brain remains open. 

E. S. Pratt, M.D. 


Lowsley, O. S., and Twinem, F. P.: The Differential 
Diagnosis of Pain in the Right Side of the 
Abdomen, with Particular Reference to Uro- 
logical Lesions. J. Am. M. Ass., 1929, xciii, 1614. 


Pain in the right upper quadrant of the abdomen 
may be due to various lesions of the liver, the pyloric 
end of the stomach, the gall bladder, duodenum, 
right kidney, colon, or appendix, or even the pan- 
creas. Among the causes of acute pain in the right 
lower quadrant are acute appendicitis, salpingitis, 


distention of the cecum with gas, calculus in the 
right ureter, twisting of the pedicle of a cyst of the 
right ovary, acute ureteritis, lead colic, pelvic 
abscess, retained right testis, periostitis of the ilium, 
and local injury. The more common causes of sub- 
acute or chronic pain in the right lower quadrant 
include most of the pathological conditions just 
enumerated and, in addition, movable right kidney, 
tuberculosis of the right kidney and ureter, car- 
cinoma of the cecum, ulcerative colitis, aneurism of 
the right iliac artery, iliocecal kink (Lane), peri- 
appendicular adhesions, pericecal adhesions, psoas 
abscess, sacro-iliac joint disease, tuberculosis of the 
hip, inflamed or tuberculous iliac lymphatic glands, 
intestinal obstruction from any cause, obturator 
hernia, herpes zoster, angioneurotic oedema, infec- 
tive arthritis and osteo-arthritis of the lumbar verte- 
bre, dysentery, typhoid, and sarcoma, osteoma, 
and chondroma of the iliac bone. It should be borne 
in mind also that, not infrequently, lobar pneumonia, 
pleurisy, and other chest conditions may be the 
source of pain referred to the abdomen. 

On account of the great variety of possible causes 
of right-sided abdominal pain, it is not surprising 
that errors in diagnosis in cases presenting this 
symptom are by no means rare. 

The four most common causes of pain in the right 
upper portion of the abdomen are: (1) the appendix 
in high position, (2) infection of the biliary tract, 
(3) acute and subacute perforated gastric or duo- 
denal ulcer, and (4) subdiaphragmatic abscess. It is 
necessary to take an accurate history in these cases. 
The mental make-up of the patient should be con- 
sidered in interpreting the significance of the pain of 
which he complains. 

In from 15 to 20 per cent of cases of lesions of the 
kidneys and ureters previous operations had been 
performed without relief. Special attention should 
be given to: (1) stricture of the ureter (especially in 
women), (2) kinked ureter (which may be due to 
renal ptosis), (3) redundant ureter or herniation of 
the ureteral sheath, (4) aberrant renal vessels so 
placed as to interfere with drainage (not rarely the 
cause of hydronephrosis), (5) malpositions of the 
kidney, and (6) horseshoe kidney. 

Thirty-one of the authors’ patients had had the 
appendix removed without relief of symptoms. Ten 
of these patients were found to be suffering from 
right nephroptosis with kinking of the ureter. Of 
the latter, eight were relieved by wearing a belt 
provided with a pad to elevate the right kidney. 
In the cases of two who were not relieved after try- 
ing the belt for over a year, nephropexy was per- 
formed with satisfactory results. Eleven had a cal- 
culus. In the cases of five, the calculus was in the 
kidney and necessitated operative intervention. In 
two cases nephrectomy was done. The remaining 
six patients had ureteral calculi which were removed 
by dilatation without operation. 

Seven patients suffered from stricture of the ure- 
ter. The pain, for which the appendix had been re- 
moved, was relieved by mere dilatation of the ureter. 
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One patient with hydronephrosis was relieved by 
palliative means. In the cases of two patients, one 
suffering from renal tuberculosis and the other from 
pyonephrosis, it was necessary to remove the kidney. 
Three patients had had not only the appendix re- 
moved, but the gall bladder also. Five women who 
had been subjected to salpingectomy and odphorec- 
tomy without benefit were relieved by palliative 
treatment. ‘Two of them had nephroptosis and were 
relieved by a kidney belt properly padded. 

The lesson to be learned from this study is that in 
all cases of indefinite pain in the right loin a cysto- 
scopic and pyelographic examination should be made. 

Morris H. Kaun, M.D. 


Muller, G. P.: Perversions of the Function of the 
Diaphragm. Minnesola Med., 1929, xii, 742. 


Muller reviews the comparative anatomy, the 
surgical anatomy, and the functions of the dia- 
phragm, with particular emphasis upon the nerve 
supply. Most of the findings of experimental in- 
vestigation support the view that almost the entire 
motor innervation of the diaphragm comes through 
the phrenic nerve. 

Observations after unilateral phrenic exeresis 
show that man can live with hemiparalysis of the 
diaphragm. Even after the phrenic nerves on both 
sides have been frozen, the diaphragm will move to 
a certain extent because of motor impulses trans- 
mitted by way of the accessory derivation. Neu- 
hofer has reported a case in which the diaphragm 
was practically immovable for three years after 
bilateral phrenicotomy. 

The movements of the diaphragm may be de- 
termined by observing Litten’s phenomenon, by 
palpating the costal margins, and by X-ray exami- 
nation. 

The sensory nerve supply of the diaphragm was 
determined by Capps and Coleman by direct pres- 
sure with a beaded wire. Pain may radiate down- 
ward to the abdomen or upward to the neck. 

Immobility of the diaphragm may follow lateral 
pressure on the phrenic nerve such as is caused by 
pleural exudates and mediastinal tumors. 

Hiccough is a clonic spasm of the diaphragm. It 
may occur in exhausting illnesses, after operations, 
and as the result of reflex causes. In five cases, 
Muller froze both phrenic nerves for its relief. 

Phrenic nerve interruption is employed to cause 
therapeutic collapse. Unless the paralyzed dia- 
phragmatic leaf is fixed, paradoxical movements will 
be observed. 

Eventration of the diaphragm nearly always 
occurs on the left side. It is not an uncommon 
condition. Muller favors repair of diaphragmatic 
hernia through an abdominal incision after prelimi- 
nary freezing of the phrenic nerve. 

Hypoventilation of the lungs frequently results 
after operations on the upper part of the abdomen 
because of limitation of movement of the dia- 
phragm by splinting of the muscles, tight dressings, 
or abdominal distention. Muller believes that the 
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disease for which the operation was performed may 
be responsible for loss of power in the diaphragm. 
In nineteen of twenty-five cases studied, distinct 
hypoventilation occurred. After operation, the 
tidal fluctuations were diminished about one-half, 
and the X-ray showed definite diminution in the 
chest volume. The entire respiratory act was de- 
pressed, and obstruction was favored by the resulting 
decrease in the size of the bronchial lumina. The 
respiratory depression is due partly to irritation 
of the vagus by the operative manipulations. 
EARL Garsipe, M.D. 


Truesdale, P. E.: Hernia of the Diaphragm in 
Children. J. Am. M. Ass., 1929, xciii, 1538. 


The author reviews the symptoms, diagnosis, and 
treatment of diaphragmatic hernia in children and 
draws the following conclusions: 

1. A normal diaphragm is essential for perfect 
physical endurance. 

2. The vast majority of defects discovered dur- 
ing life are of congenital origin. 

3. Congenital hernia involving the stomach alone 
and revealed in infancy or early childhood demands 
surgery only when disturbing symptoms persist. 

4. Congenital or acquired hernia of the dia- 
phragm involving the transverse colon should be 
dealt with by a two-stage operation (preliminary 
cecostomy), regardless of the age of the patient. 

5. While children withstand operation  sur- 
prisingly well, the risk of shock will be reduced by 
the use of a mechanical respirator with intratracheal 
anesthesia. Joun J. MAtoney, M.D. 


Elward, J. F., and Otell, L. S.: Non-Traumatic 
Diaphragmatic Hernia. Am.J. Roentgenol., 1929, 
XX, 535- 

The authors report six non-traumatic diaphrag- 
matic herniz seen by themselves and one seen by 
Merritt. Three of the former were proved at opera- 
tion; two were not operated upon; and one could 
not be demonstrated at autopsy. 

The ages of patients with non-traumatic dia- 
phragmatic hernia have ranged from five to seventy- 
six years. The condition is more common in women 
than in men. In many cases it may be accounted 
for by congenital abnormal development of the 
omental bursa or interference with the normal clo- 
sure of the pleuroperitoneal membranes in fetal 
life. Another factor is increased intra-abdominal 
pressure such as results from coughing, straining 
at stool, and straining during labor. In one of the 
authors’ cases there was a history of whooping 
cough six months prior to the patient’s entrance 
to the hospital. 

The symptoms may suggest gall-bladder disease 
or duodenal ulcer. Regurgitation and distress after 
eating are often relieved by the recumbent position. 
Pain may be present with flatulence and belching. 

The diagnosis can be made by careful roent- 
genographic examination of the lower part of the 
cesophagus. The patient should be examined in 
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the right and left oblique and the Trendelenburg 
positions. Pressure should be made on the abdomen 
during deep respiration. The condition must be 
differentiated from other defects of the cesophagus 
and stomach. 

Many surgeons prefer the thoracic approach to 
diaphragmatic hernia. Of fifty-three cases reported 
in 1912, this approach was used in eleven. Seven 
of the patients recovered and four died. Of the 
forty-two patients operated upon by the abdominal 
route, seven recovered and thirty-five died. Many 
of the last group had intestinal obstruction at the 
time of the operation. The abdominal approach 
was used in one of the authors’ cases. 

WituiaM J. Pickett, M.D. 


Gibson, F. S.: The Diagnosis of Diaphragmatic 
Hernia with Acute Obstruction. J. Am. M. Ass., 
1929, XCiil, 1719. 

From a review of the literature one is impressed 
with the infrequency of correct pre-operative or 
antemortem diagnosis. Five physical signs are to be 
noted: (1) displacement of the heart, (2) drawing-in 
of the abdomen, (3) intestinal noises in the chest, 
(4) a change in the percussion note and absence of 





breath sounds, and (5) variation in the character of 
the signs when the patient remains motionless as 
well as when he changes his position. 

The author reports three cases of traumatic dia- 
phragmatic hernia in which it was difficult to em- 
ploy the aid of the roentgenologist because of the 
patient’s condition. Careful study of the signs and 
symptoms was therefore of the utmost importance. 

In each of the three cases reported there had been 
an injury: in one, a stab wound; in another, a fall; 
and in the third, a crushing injury to the upper por- 
tion of the abdomen. All of the symptoms noted 
were dependent upon complete obstruction of some 
portion of the gastro-intestinal tract associated with 
certain secondary phenomena incident to the in- 
clusion of an abdominal viscus within the thoracic 
cage. The physical signs aside from the evidence of 
obstruction were limited definitely to the thorax, and 
an exact diagnosis could be made with the means 
usually employed in routine examination. Displace- 
ment of the heart to the right and evidence of re- 
laxed tissue at the base of the left lung associated 
with fixation of the costal margin on the same side, 
were the important signs upon which the diagnosis 
was based. Harry W. Fink, M.D. 
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GYNECOLOGY 


UTERUS 


Welsh, D. A.: Cancer of the Uterus: Some Facts in 
Its Life History and Their Clinical Significance. 
J. College Surg. Australasia, 1920, ii, 254. 

The uterus is among the common sites of the can- 
cers causing the greatest loss of useful human life. 
The types of cancer that take origin from the uterus 
are remarkably limited to two main forms: (1) the 
well-known adenocarcinoma of the endometrium, 
and (2) the more common squamous carcinoma of 
the cervix. 

The biology of a uterine cancer is clearly reflected 
in its morphology. As each of the great cancers of 
the uterus has a remarkably definite and constant 
structure, it may be identified with certainty by the 
examination of a small fragment, and as each has a 
constant and definite life history, its clinical course 
may be predicted with considerable certainty when 
its structural type is known. 

The initiation and continuation of a cancer are 
rendered possible only by a profound biological dis- 
turbance in a group or groups of epithelial cells 
whereby these cells acquire ‘‘an irreversible patho- 
logical momentum” toward something more than 
mere cell reproduction which is not necessarily 
cancer. Cancer cells acquire an uncontrolled in- 
dependence of growth together with: (1) a variable, 
but often strong, capacity for invading other tissues, 
and (2) a variable, but often strong, power of impart- 
ing a cancer stimulus to adjacent non-cancerous cells, 
causing the latter also to become cancerous in situ. 

It is generally agreed that the immediate problem 
of cancer therapy is how to control the growth of the 
lesion and restrain its invasive penetration. Its in- 
fective spread is not so generally recognized. A 
study of the life history of cancer has more than an 
academic interest. We can do little to prevent the 
development of cancer, but we can do much to pre- 
vent death from cancer. 

All true cancers arise from epithelial cells, that is, 
tissues which have already taken their share in the 
work of the body. As yet, no single and specific 
cause of cancer is known. It is becoming increasingly 
evident that there is at least one common factor pre- 
disposing to all cancers, and that possibly there are 
two, the one, heredity, and the other, senescence. 
The importance of heredity has been established by 
investigations of the occurrence of cancer in strains 
of mice and studies of “cancer families.” It is 
probable that cancer does not start unless the host 
has inherited a predisposition toward it. A patient 
with a strong family history of cancer and suspicious 
clinical signs must be regarded in a different light 
than a patient with the same clinical signs but no 
such history. 


Cancers of the uterus afford one of the most con- 
vincing examples of the predisposing influence of 
senescence as the age incidence of cancer attains its 
maximum in the fifth decade, that is, toward the end 
of the child-bearing period. In other words, cancer 
of the uterus is most liable to develop at a time when 
the tissues of the uterus have come to the end of 
their functional usefulness. It is not so much the age 
of the patient as the senescence of the tissue con- 
cerned that determines the onset of uterine car- 
cinoma. 

Chronic irritation and damage appear to be addi- 
tional causes of the origin of many cancers. 

An analysis of the life history of an established 
cancer reveals three fundamental characteristics com- 
mon to all cancerous growths, though they are not 
all developed to the same degree in the different 
cancers: (1) growth by the division of cancer cells to 
form other cancer cells, (2) invasion of adjacent 
tissues by the cancer cells thus formed, going on to 
the permeation of lymphatics, penetration of blood 
and lymph vessels, and various forms of metastasis, 
and (3) lateral extension of the cancer area by the 
passage of a cancer-cell stimulus from cancerous to 
non-cancerous epithelial cells so that the latter 
become cancerous in situ. The most potent stimulus 
to cancer growth is cancer growth. The cause of the 
further development of a cancer is not merely the 
continued operation of the same causes that started 
it to grow. There is a passage of a cancer influence 
or cancer stimulus from the cancerous to the non- 
cancerous epithelial cell. Such a stimulus may be an 
ultramicroscopic microbe—a true cancer parasite— 
but the evidence in support of this possibility is not 
altogether convincing. It is more probable that the 
stimulus is of the nature of a ferment capable of 
endowing the recipient cell with all of the unique 
properties of a cancer cell—the power of independent 
growth, the power of invasion, and the power of im- 
parting to other cells the cancer stimulus which it 
received from the other cells. 

The diagnosis of uterine cancer should be made 
early and exactly because of the ease with which the 
lesion can be exposed. It can be done only by clinical 
examination, biopsy, and histological examination. 

Harry W. Fink, M.D, 


ADNEXAL AND PERIUTERINE CONDITIONS 


Geller, F. C.: The Permanent Results of the 
Operative Treatment of Adnexal Inflammations 
(Ueber die Dauererfolge der operativen Behandlung 
von Adnexentzuendungen). Monatsschr. f. Geburtsh. 
u. Gynaek., 1929, \xxxii, 296. 


The author studied the question of the perma- 
nent results of the operative treatment of adnexal 
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inflammations in the material of the Breslau Univer- 
sity Gynecological Clinic. This question is of great 
importance because in the majority of the cases the 
operations are performed at an age when the sex 
organs are essential not only for sexual function but 
also for the general health. 

In the Breslau Clinic, as in almost all clinics, only 
chronic cases treated unsuccessfully for a long time 
by conservative measures are operated upon unless 
vital indications necessitate immediate surgery. No 
routine treatment is carried out, the indications for 
operation being determined after a longer or shorter 
period of conservative treatment according to the 
findings in the particular case. 

The records for the period from 1924 to 1927 show 
a decrease in the frequency of operation even though, 
as compared with the frequency of surgical treat- 
ment in other clinics (from 10 to 20 per cent), it was 
quite high (36 per cent). Comparison of salpingec- 
tomy, stomatoplasty, and defundation with the more 
radical operations shows that the primary mortality 
of the latter was twice as high as that of the con- 
servative procedures, but a review of the permanent 
results (the time between the operation and the 
follow-up examination varied between one and four 
years) showed that the results of salpingectomy were 
considerably poorer than those of the more radical 
operations. The more radical operations gave better 
results especially as regards freedom from recurrence. 
The disadvantages of radical surgery as regards 
castration symptoms are relatively slight. Re- 
implantation of the ovary did not prevent castration 
symptoms. 

While the radical operative methods are un- 
doubtedly preferable, conservative measures are not 
unjustified since of the women operated upon con- 
servatively, 20 per cent became pregnant. Neverthe- 
less conservative operative procedures should be 
limited in favor of the radical operations. In the 
individual case the indication depends upon whether 
the possibility of later pregnancy is considered of 
more importance than the better prospects of 
permanent cure offered by radical operation, a de- 
cision that can often be made only during operation. 

Kraas Dierks (G). 


Martinolli, A.: Experimental Studies of the Motor 
Function of the Fallopian Tubes (Ricerche speri- 
mentali sulla funzione motoria della tuba fallop- 
piana). Riv. ital. di ginec., 1929, X, 221. 

The author reports experiments carried out with 
human and rabbit fallopian tubes. The tubes were 
isolated and perfused with Ringer’s solution in a spe- 
cial apparatus which he devised. 

In the human tubes, Martinolli noted definite 
movements of both the longitudinal and the circular 
fibers, some of which were independent of each 
other and some of which were synergic. As ganglion 
cells are necessary for peristaltic movements and 
such cells could not be demonstrated in the walls of 
the tubes, peristaltic movements were observed only 
when groups of ganglion cells of the ovarian plexus 


or Frankenhaeuser’s ganglion remained attached to 
the specimen. The rhythmical contractions of the 
longitudinal muscles which were seen in all cases and 
were not affected by cocaine or atropin were evi- 
dently automatic muscle movements. 

The intensity and frequency of the automatic 
movements seemed to be related to a certain extent 
to the cyclic periods of the ovary. While the differ- 
ences were not very great, the movements seemed to 
be less energetic and less frequent in the first part of 
the cycle, that is, the period of development of the 
follicle, which corresponds to the proliferative phase 
of the endometrium, than in the third phase after 
rupture of the follicle, when the ovum begins its pas- 
sage through the tube, the formation of a corpus 
luteum begins, and the secretory phase of the endo- 
metrium occurs. In the latter period the contrac- 
tions were more intense and more frequent. The cir- 
cular fibers were inactive in the first part of the cycle 
and began to function in the last days of the third 
part, when there was apparently an increase in the 
automatic excitability of the tube such as occurs 
also in the beginning of pregnancy. 

The increased excitability of the smooth muscle 
fibers of the tube in the third period of the cycle was 
noted also in the rabbit fallopian tubes. 

Auprey G. Morcan, M.D. 


Albano, G.: What Happens to the Introduced 
Iodized Oil After Salpingography? (Was 
geschieht mit dem eingefuehrten Jodoel nach einer 
Salpingographie?) Zentralbl. f.Gynaek., 1929, p. 1894. 

On the basis of two cases of bilateral sactosalpinx 
which he had under observation for four weeks and 
six months respectively and in which he made fre- 
quent X-ray examinations, the author believes that 
iodized oil remaining in the tubes for a long time 
may lead to calcareous incrustations and even to 
stone formation. This was indicated by constantly 
increasing granulation of the oil droplets which was 
apparent in the roentgenograms and by the soft to 
chalky consistency of the iodized oil mass found at 

operation. TIETZE (G). 


Norris, C. C., and Behney, C. A.: Ovarian Trans- 
plantation: with the Report of Thirty-One 
Cases. Surg., Gynec. & Obst., 1929, xlix, 642. 

In cases treated by the authors in which the re- 
moval of all ovarian tissue was imperative, trans- 
plantation by the Blair-Bell method was practiced. 
The technique is described in detail. The authors 
divide the ovary into small pieces as they believe 
that when the grafts are small they become vas- 
cularized more quickly and there are more takes, 
the development of multiple retention cysts is less 
apt to occur, and the grafts are less apt to become 
tender. The graft is introduced into the rectus 
muscle and completely surrounded by the muscle. 
Strict asepsis and haemostasis are essential. The 
grafts probably do not live more than two or three 
years. They frequently become tender for a day or 
two each month. They rarely cause serious trouble. 
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Most of the grafts take. When the menopause 
occurs it is generally more prolonged, gradual, and 
analogous to the normal menopause than if grafting 
has not been performed. 

Of the authors’ thirty-one patients treated by 
ovarian transplantation, twenty-five were traced. 
Six, in whom the uterus was conserved, menstruated 
regularly without menopausal symptoms. Of the 
nineteen subjected to hysterectomy, 42.1 per cent 
were free from menopausal symptoms. In 2t per 
cent, the menopausal symptoms were mild; in 26.3 
per cent moderate; and in 10.5 per cent severe. 

T. Froyp Bett, M.D. 


EXTERNAL GENITALIA 


Markov, N.: The Construction of an Artificial 
Vagina from the Urinary Bladder (Kuenstliche 
Vaginabildung aus der Harnblase). Z. Akus., 1920, 
zi, 2 

The use of the urinary bladder for the construc- 
tion of an artificial vagina is justifiable only when 
the bladder is unsatisfactory as a urinary reservoir 
and cannot be made satisfactory. The purpose of 
the operation is to render possible the performance 
of sexual intercourse. In both of the author’s cases 
there were vaginal, rectal, and vesical defects caused 
by severe protracted childbirth. 

In the first case the urethra had been completely 
destroyed and the posterior wall of the bladder 
formed a cloaca which extended into the degenerated 
scar tissue of the vagina. On the posterior wall of 
the vagina, between two bands of scar tissue, there 
was a rectovaginal fistula 3 cm. in length. 

Operation was performed in two stages under spi- 
nal anesthesia. The rectal fistula was corrected and 
then the artificial vagina was constructed. The pos- 
terior wall and part of the lateral walls of the bladder 
were mobilized and sutured to the remnants of the 
vagina, thus covering the defect in the vagina. The 
anterior bladder wall was left in situ. After a period 
of one and a half months the ureters were trans- 
planted into the rectum, tubal sterilization was com- 


‘pleted, and the portio vaginalis was freed from ex- 


tensive adhesions and sutured into an incision in the 
vertex of the bladder. 

The newly formed vagina was from 11 to 12 cm. 
long and permitted the introduction of two fingers. 
The patient urinated by rectum. Defecation oc- 
curred independently of micturition. Coitus, which 
at first was painful, became quite painless. 

In the second case there was a perineal tear with 
scar formation and in the scar, a rectal fistula 3 cm. 
long with its upper border adherent to the posterior 
wall of the bladder which had been completely 
destroyed. Only 1% cm. of the anterior portion of 
the urethra remained, and this was obstructed. The 
vagina had been destroyed and was. embedded in 
scar tissue. 

Seven operative procedures were carried out. Su- 
ture of the rectal fistula was unsuccessful, as was su 
ture of the vesical fistula. The rectal fistula was finally 


closed after the formation of an artificial anus. ‘Then 
a plastic operation was performed and the artificial 
anus was closed. The ureter was transplanted into 
the rectum, a bilateral salpingo-ojphorectomy was 
done, and the urinary bladder elevated and freed 
above the symphysis to the abdominal aponeurosis. 
It was necessary to suture the bladder wall directly 
to the skin of the vulvar ring. The bladder mucosa 
covered all sides of the destroyed vagina. ‘The newly 
formed vagina was from 11 to 12 cm. long and per 
mitted the introduction of two fingers. Coitus was 
absolutely painless. T. Pererson (G). 


Gorizontov, N.: The Treatment of Primary Car- 
cinoma of the Vagina (Zur Therapie des pri- 
maeren Scheidencarcinoms). Sibirsk. Arch. tcor. 
i klin. Med., 1928, iii, 542 

Primary carcinoma of the vagina is rare. <Ac- 
cording to Hecht, its incidence is between 1.5 and 2.5 
per cent. Operative treatment is to be recommended 
only rarely as its results are usually very poor. 
Combined roentgen and radium treatment offers 
better prospects and is used in most clinics. The 
author discusses in detail the methods, dosage, 
and results of this treatment in some of the leading 
clinics. One of the tables shows that in 146 cases 
treated in the period from 1913 to 1926 (most of 
which were inoperable), a five-year cure was 
obtained in 16 (10.9 per cent). Up to the present 
time the primary mortality has been difficult to 
determine. 

The author reports the technique used and the 
results obtained in seven of his own cases. In two 
of four (three inoperable) which were treated with 
combined roentgen and radium irradiation, primary 
healing occurred within an observation period of thir- 
teen and eight months respectively. Trev (G). 


Brady, L.: Fibroma of the Vulva Containing an 
Epithelial Inclusion Cyst. Arch. Surg., 19209, xix, 
10061. 


Fibromata of the vulva are not common. Fewer 
than 175 have been reported. The majority arise in 
the subcutaneous connective tissue, but quite a large 
group originate in the extraperitoneal portion of the 
round ligament. 

These tumors usually appear at first as firm, 
smooth round or oval nodules under the skin. They 
may become pedunculated as they increase in size, 
and may have a marked resemblance to a male 
scrotum. They are firm to palpation unless the 
circulation becomes impaired. They vary from 
small nodules to tumors of enormous size. It has 
been shown that nearly one-fifth become sarcoma- 
tous. The size of the tumor may cause symptoms or 
there may be no symptoms unless malignant change 
or inflammation occurs. 

The author reports a case of large fibroma of the 
vulva which probably originated from one of the ter- 
minal fibers of the extraperitoneal portion of the 
round ligament. It had appeared as a small nodule 
ten years previously and had become a pedunculated 
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mass 15 cm. long. It contained a tube lined by 
several layers of squamous epithelium which was 
probably produced by trauma that forced a strip of 
skin down into the tumor. _ T. Fioyp Bett. M.D. 


MISCELLANEOUS 


Pascali, S.: A Case of Lactation in the Non-Preg- 
nant and Non-Puerperal State (Di un caso di 
regolare portata lattea fuori della gravidanza e del 
puerperio). Clin. ostet., 1929, Xxxi, 537. 

The case reported was that of a woman nineteen 
years of age who first menstruated at the age of 
twelve years. Menstruation had been regular but 
scanty. At the age of sixteen years the patient was 
married to a man who was suffering from pulmonary 
tuberculosis. The Wassermann test was negative in 
both. The patient said that soon after her marriage, 
without suction or any other provocation, she began 
to have a slight secretion of milk which thereafter 
had progressively increased. At the same time she 
began to gain in weight. Her weight had increased 
from 47 to 65 kgm. Salping-oodphoritis was found on 
the right side. The external genitals were normal. 

The author reviews the theories regarding lacta 
tion in the nonpregnant state and concludes that in 
this case the lactation was due to defective ovarian 
secretion. The theory of an antagonism between 
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ovarian secretion and lactation was confirmed by the 
fact that the secretion of milk and the size of the 
breasts diminished on the administration of ovarian 
extract. Auprey G. Morcan, M.D. 


Frassineti, P.: Pelviperitonitis Immediately Fol- 
lowing Curettage of the Endometrium (Pelvi- 
peritonite ad insorgenza immediata consecutiva- 
mente a raschiamento dell’endometrio). Policlin., 
Rome, 1929, xxxvi, sez. chir. 445. 

The case reported was that of a girl seventeen 
years of age who was subjected to curettage for 
metrorrhagia. Dilatation was effected with a Hegar 
dilator. 

The author states that curettage may cause infec- 
tion of the pelvic peritoneum by carrying bacteria 
into the uterus from without; by opening up an in- 
fected cavity, thereby bringing about endogenous in- 
fection; or by injuring the walls of the uterus to 
such an extent that infection is caused by bacteria 
which are so few in number or of so low virulence 
that they would not cause infection in the absence 
of such injury. 

lor the prevention of infection, Frassineti suggests 
the use of modified Hegar dilators with four grooves 
in the sides to permit septic material to flow out and 
prevent its being forced into the tubes. 

Aubrey G. Morcan, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Stieve: The New Formation of Muscle Cells in the 
Wall of the Pregnant Uterus (Die Neubildung von 
Muskelzellen in der Wand der schwangeren Gebaer- 
mutter). Anat. Anz., 1929, Ixvii, 27. 


The author shows that the observation of Koelliker 
(1849) that numerous new muscle cells are formed in 
the wall of the uterus during pregnancy was correct. 
The wall of the uterus, which consists of derivatives 
of the mesenchymal tissue, is stimulated to unusual 
growth during pregnancy, first by the rapidly grow- 
ing ovum, and second, by the hormones of the em- 
— germ. As Sellheim says, the uterus rejuvenates 
itself. 

The mesenchyme of the uterus can easily be 
stimulated to special function as we can find in it 
histocytes in the form of resting wandering cells in 
the loose connective tissue and in the form of ad- 
ventitia cells. In addition, the blood contains un- 
developed mesenchyme cells in the form of lympho- 
cytes which can change themselves in the tissue with 
the aid of histocytes and in this way to the different 
cell forms (Maximow and Bloom). 

The author shows that the muscle cells are con- 
nected with each other by very delicate bridges of 
plasma and therefore form a net-like syncytium. 
Nevertheless, two layers can be distinctly differen- 
tiated. First, there is the supravascular layer, the 
superficial layer, which behaves in pregnancy just as 
it was formerly assumed to behave, that is, the cells 
enlarge without increasing in number and decrease in 
size again during the puerperium. This layer is poor 
in connective tissue. Second, there is the vascular 
and submucous layer which is rich in connective 
tissue. In this area numerous new muscle cells are 
formed during pregnancy from the histocytes and 
from the lymphocytes of the blood which escape 
from the blood vessels. The author observed this 
process up to the third month of pregnancy. After 
the fourth month scarcely any lymphocytes are 
found, but large numbers of histocytes are formed in 
the vascular walls which, after their separation, 
again become muscle cells. Other histocytes change 
themselves into fibrocytes, and of these some are 
again changed into muscle cells toward the end of 
pregnancy. 

Therefore the wall of the uterus shows an increase 
in muscle cells at the end of pregnancy. The new 
muscle cells develop from: (1) special forms of 
histocytes (myeloblasts of Joachimovits), (2) the 
histocytes of connective tissue and the adventitia 
cells of the vessel walls, (3) the lymphocytes of the 
blood, and (4) large fibrocytes. 

During the puerperium a large number of muscle 
cells are destroyed. The mesenchyme takes over the 


role of scavenger of the decomposition products. 
Macrophages are formed from the histocytes and 
also from the lymphocytes of the blood which escape 
in spite of the presence of a relative anemia. 
Strikingly few neutrophile polymorphonuclear leuco- 
cytes are to be found in the wall of the uterus 
during the puerperium. They lie usually within the 
mucous membrane and there take on the scavenger 
work. Many of them wander out into the cavity 
of the uterus and are expelled with the lochia. 
NEUMANN (G). 


Dieckmann, W. J.: Further Observations on the 
Hepatic Lesion in Eclampsia. Am. J. Obst. & 
Gynec., 1929, xvili, 757. 

Although the lesion produced in the experiments 
reported in this article was not the typical lesion 
of eclampsia, the author believes that the mecha- 
nism producing it was the same as the mechanism 
causing eclampsia in the human female. He attrib- 
utes it to the congestion of red blood cells in the 
portal vessels of the midzonal area with hemorrhage 
beginning at this point and necrosis in the involved 
tissues. He concludes that, as a result of marked 
hemorrhage and necrosis as well as portal throm- 
bosis produced in some of the cases, substances 
absorbed from the intestinal tract and concen- 
trated in the portal system overload the portal 
system under the conditions of the general cir- 
culatory injection of tissue fibrinogen and consti- 
tute an additional factor bringing about coagula- 
tion. 

One of the striking features of the lesion was the 
rapidity with which extensive damage occurred, 
as was evidenced in the case of a dog which received 
1 c. cm. of lung extract one hour after a full meal and 
died three hours later. ‘This result suggests that 
when an extensive lesion occurs in human eclampsia 
it may develop rather suddenly. 

The author’s findings emphasize the importance 
of limiting the intake of meat protein and main- 
taining good intestinal hygiene in the last months 
of pregnancy. 

In the discussion of this report, EFwiNc stated 
that in examining the liver in a very early case of 
eclampsia he found the entire fine hepatic arterial 
system thrombosed. On careful staining, it appeared 
that the lesion began with hyaline necrosis of the 
endothelial cells of the hepatic arterioles which was 
followed by fusion of the muscle coats of those 
vessels. Ewing concludes that no lesion produced 
in the portal system would cause such infarcts. 
He is of the opinion that the hepatic lesion is most 
marked because the disease is essentially a dis- 
turbance of the function of the liver. 

EK. L. Cornewi, M.D. 
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Heine, L.: Ocular Indications for Interruption of 
Pregnancy and for Sterilization (Ueber okulare 
Indikationen zur Unterbrechung der Schwanger- 
schaft und zur Sterilisierung). Arch. f. Augenheilk., 
1929, C, Ci, 439. 


Four groups of ocular indications for the in- 
terruption of pregnancy are suggested, but only 
the first is a strict indication. 

1. Nephrosis, as manifested by: (1) retinitis albu- 
minurica, detachment of the retina, retinal hemor- 
rhages, (b) uramic and other eclamptic visual 
disturbances. 

2. Myopia and glaucoma. 

3. Iridocyclitis and chorioretinitis. 

4. General involvement of the nervous system and 
endocrine disturbances which cause predominantly 
ocular manifestations. 

The author discusses the indications in ten cases 
not only from the point of view of the oculist, but 
also from the broad social and humanistic point of 
view. Of particular interest was a case of familial 
bilateral glioma in three children, only one of whom 
was cured by roentgen treatment (ten years’ obser- 
vation). 

Other possible indications considered are kerato- 
conus, keratomalacia, pulsating exophthalmos, de- 
tachment of the retina, hypophyseal tumor, retinal 
and vitreous hemorrahages, and various general 
ailments with ocular manifestations. Heine says 
that because of the lack of sufficient clinical data, 
it is difficult to state whether pregnancy has or has 
not an unfavorable effect on these conditions. 

Pau Wirz (G). 


Whitehouse, B.: Abortion: Its Frequency and 
Importance. Bril. M.J., 1929, ii, 1095. 


In 3,000 hospital and private patients, Whitehouse 
found that the ratio of abortions to births was 1:4.7. 
In a total of 11,430 pregnancies, the incidence of 
abortion was 17.2 per cent, and in the total 3,000 
cases the number of women who had aborted at some 
time during their sexual life equalled 35.3 per cent. 
In the cases of 1,208 pre-war patients, the incidence 
of abortion in 6,021 pregnancies was 17.7 per cent, 
and the ratio of abortion to births at term, 1:4.6. In 
1,148 postwar cases, the incidence of abortion was 
16.9 per cent, and the ratio of abortion to births1:4.8. 

In the cases of 493 tertiary syphilitics the in- 
cidence of abortion was 37.3 per cent, almost 
identical with the incidence of abortion from all 
causes, viz., 35.3 per cent. Syphilis does not increase 
the predisposition to abort during the early months 
of pregnancy. However, if the stillbirths are in- 
cluded with the abortions, the incidence of abortion 
is increased by 22.1 per cent, giving the high total of 
59.4 percent. In the cases of 28 congenital syphilitics 
no abortions or miscarriages occurred. 

Whitehouse discusses the vitality of the germ cells 
and states that as parity increases there is a pro- 
gressive increase in the number of women who abort. 

The development and function of the uterine 
decidua are stimulated and maintained by a hor- 
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mone elaborated first in the graafian follicle and then 
in the corpus luteum when the odcyte has left the 
former, and are controlled by the anterior lobe of 
the pituitary gland. Of 300 women who gave a 
clinical history of 3 or more abortions, uterine lesions 
were present in 53.3 per cent and evidence of chronic 
inflammation in the pelvis in relation to either the 
genital tract or the pelvic peritoneum was found in 
26.6 per cent. 

The largest number of abortions occur during the 
second and third months of gestation. Mall found 
50 per cent of the ova he examined during this 
period to be pathological. Disease of the chorion 
frequently co-exists. Pathological forms are caused 
by external influences rather than by anatomical or 
physiological defects in the ovum or spermatozoon. 
In support of the influence of environment is the fact 
that when the ovum is implanted in an’abnormal 
position where the decidua is absent or defective, as, 
for example, in the fallopian tube, 96 per cent of the 
embryos are abnormal. 

Impairment of nutrition resulting from faulty 
implantation, abnormal decidual development, ab- 
sence of essential food factors, or the existence of 
lethal toxins is a potent factor in the causation of 
early abortion. Much importance is attached today 
to nutrition and the influence of various foods factors 
upon sterility. Whitehouse discusses at length the 
importance of Vitamin E. 

In conclusion, the author states that he has had 
one case of contagious abortion in which Bang’s 
bacillus was recovered from the vaginal discharge. 

RoLanp S. Cron, M.D. 


LABOR AND ITS COMPLICATIONS 


Vaughan, K.: Maternal Mortality and Its Relation 
to the Shape of the Female Pelvis. Proc. Roy. 
Soc. Med., Lond., 1929, xxiii, 191. 

The author states that in spite of more antenatal 
care and better midwifery, the maternal mortality 
rate in England and Wales shows no improvement 
as compared with the rate of twenty years ago. 
In primitive countries where women are accustomed 
to manual labor, childbirth is associated with little 
difficulty. The author believes that the difference 
in the maternal mortality rate in such countries 
and in countries in which the physical activity of 
women is limited is due in part to a difference in 
the shape of the pelvis and the development of the 
sacro-iliac joints. GeEorGE W. PHELAN, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Pasquini, F.: Is Puerperal Chill an Anaphylactic 
Phenomenon? (Se il brivido puerperale debba ri- 
tenersi un fenomeno legato alla anafilassi?) Riv. 
ital. di ginec., 1929, X, 185. 


Recently it has been suggested that puerperal 
chills may be caused by hemoclastic shock. To de- 
termine whether this theory is correct the author ex- 
amined the blood during the chills and made graphs 
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of the chills. As he found no signs characteristic of 
anaphylactic shock such as retardation of the co- 
agulation time, a decrease or disappearance of the 
platelets, transitory eosinophilia, or inversion of the 
leucocyte formula, he concludes that the chills are 
not anaphylactic phenomena, and that the lowering 
of the blood pressure and the decrease in the leuco- 
cytes occurring after delivery are due to causes other 
than flocculation of the blood plasma. He states 
that Moutier and Rachet obtained phenomena simi- 
lar to hemoclastic shock with variations in the leuco- 
cytes on the injection of distilled water as well as of 
milk. 

Other evidence that the puerperal chill is not an 
anaphylactic phenomenon is the observation made 
by Arthus that in dogs and rabbits the anaphylactic 
attack is not prevented by dissection of the vagus. 
Apparently, therefore, the attack is a peripheral 
nerve reaction. The graphs which the author made 
of the puerperal chills show that the chills are of a 
central and not a peripheral type and therefore can- 
not be caused by anaphylaxis. 

Aubrey G. Morcan, M.D. 


NEWBORN 


Roffo, L.: A Case of Extra-Uterine Life without 
Respiration (Sopra un caso di vita apnoica extra- 
uterina). Clin. ostet., 1929, xxxi, 467. 


The case reported was that of a female child which 
was born at the beginning of the eighth month of 
pregnancy and died seven and a half hours later. 
The mother, who had had four deliveries and one 
abortion, had a positive Wassermann reaction. ‘The 
child weighed 2.060 kgm. It was 46 cm. long and 
apparently normal. It cried soon after birth, and 
although the crying was not very vigorous it was not 
so weak as to cause anxiety. No special attention 
was paid to the respiratory movements. 

At autopsy, the lungs were found to be solid and 
fleshy and looked like those of a fetus. Small pieces 
sank in water. The stomach and intestines were di- 
lated and filled with air. 
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The literature reports forty-six cases of children 
with atelectatic lungs who survived for from a few 
minutes to seventy hours. In thirty-one cases the 
lungs were completely atelectatic, but in fifteen they 
showed small aerated zones. Some writers on the 
subject have claimed that the atelectasis is a pre 
agonal or postmortem phenomenon, and that the 
children could not have lived in a condition of 
apnoea, but Macaggi believes that air not reaching 
the alveoli may reach territories in the bronchi in 
which the exchange of gas is possible and that a cer- 
tain amount of gas exchange may take place through 
the walls of the stomach and intestine which are 
generally full of air. Another compensatory factor 
is skin respiration. 

In a histological examination of the lungs in his 
case, the author found that the atelectasis was not 
complete. There was air throughout the bronchi, 
and a few alveoli had undergone moderate and ir- 
regular dilatation. He thinks that the insufficiency 
of the lung tissue was due chiefly to the fact that the 
child was premature, although the mother’s syphilis 
may have had something to do with it. 

Aubrey G. Moroaan, M.D, 


Yagi, H.: Birth Injuries in the Newborn. Part III. 
Autopsical Results of Intracranial Haemor- 
rhage. Japanese J. Obst. & Gynec., 1929, xii, 335. 

Yagi, H.: Birth Injuries in the Newborn. Part IV. 
Mortality Statistics of Newborn Children and 
Investigation of the Cause of Death Based on 
Autopsy. Japanese J. Obst. & Gynec., 1929,xii, 345. 


Of 144 fetuses on which autopsies were performed 
the cause of death was intracranial hemorrhage in 
34 per cent and asphyxia and pneumonia in 28 per 
cent. Of the cases in which death of the newborn is 
caused by hemorrhage, the bleeding is subdural in 
88 per cent, leptomeningeal in 26 per cent, intra 
ventricular in 18 per cent, intracerebral in to per 
cent, and epidural in 6 per cent. Hemorrhage and 
suffocation are closely related to the duration of the 
labor and the character of obstetrical intervention. 

ABRAHAM A, Brauer, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Blumenthal, N.: The Clinical Aspects of Sup- 
purative Paranephritis (Die Klinik der eitrigen 
Paranephritis). Verhandl. d. 20. russ. Chir.- Kongr., 
Moscow, 1928. 

The author collected 1,500 cases of paranephritis, 
of which 200 were Russian cases and 1,300 were re- 
ported from other countries. The right and left sides 
were affected equally often. Bilateral paranephritis 
was found in only 2 per cent of the cases. The young- 
est patient was nine months old and the oldest 
seventy years old. 

Of the etiological factors, trauma in the kidney 
region and the lifting of heavy loads are the most 
common. In about 20 per cent of the cases the 
paranephritis developed as a complication of previ- 
ously existing pyonephrosis, renal calculi, abscesses, 
carbuncle of the kidney, or renal tuberculosis. ‘The 
infection spread from the kidney to the surrounding 
cellular tissue either by way of the lymphatics which 
connect the kidney with the paranephric tissues or by 
contiguity. In 3 per cent of the cases the inflam- 
matory process spread from the neighboring organs 
to the paranephric tissues from a perforated duodenal 
ulcer, infection of the biliary passages, or suppura- 
tive pancreatitis. Among these the author includes 
an unusual case of primary paranephritis observed by 
him following a direct injury of the paranephric 
tissues. In 3 per cent of the cases reviewed the 
paranephritis developed after a labor; in 1.5 per 
cent, as a complication of acute appendicitis; and in 
35 per cent, metastatically following a local sup- 
purative inflammation such as a furunculosis, car- 
buncle, panaritium, eczema, angina, or inflammation 
in the antrum of Highmore. 

The author does not concur in the belief that in 80 
per cent of the cases the paranephritis develops in 
the kidney itself since in several cases the kidney was 
found to be normal on dissection after paranephritis. 
Blumenthal believes that the infection enters the 
paranephric tissue through the numerous branches 
of the azygos and hemiazygos veins. In the majority 
of cases of paranephritis he found the urine and the 
function of the kidney normal. The urine contained 
leucocytes, albumin, and pus only when there were 
abscesses in the cortical layer of the kidney. In most 
of the cases the paranephritis developed on the 
posterior aspect of the kidney where most of the 
fatty tissue is located, an area which is rich in 
lymphatic and blood vessels and exposed to trauma. 


It occurred next most frequently at the lower pole,’ 


and third most frequently at the upper and anterior 
aspects of the kidney. 

The treatment can be only surgical. The mortality 
in the 1,500 cases reviewed was 12.6 per cent. When 


simple incision was done, it ranged from 4 to 14 per 
cent, whereas after incision and exposure of the 
kidney it ranged from 18 to 25.5 per cent. 

Kocu (Z). 


Friedrich, R.: The Clinical Aspects and Diagnosis 
of Paranephritic Abscesses (Zur Klinik und 
Diagnostik der paranephritischen Abscesse). Zéschr. 
f. urol. Chir., 1929, xxviii, 15. 

The author divides paranephritic abscesses into 
metastatic abscesses and paranephritic abscesses de- 
veloping by way of the lymphatics and by conti- 
nuity. Those of the first group are caused by a 
bacterial embolus from a more or less distant focus 
of infection. Those of the second group are second- 
ary to a carbuncle of the kidney caused by a bac- 
terial embolus which becomes lodged, for example, 
in a renal artery. 

When a carbuncle of the kidney is not present 
simultaneously, microscopic examination of the 
urine is of little help in the diagnosis during the first 
few weeks. However, tenderness in the kidney region 
and possibly a prominence may lead to the correct 
diagnosis. When the abscess develops at the lower 
pole of the kidney an inflammatory oedema and 
inflammation of the iliopsoas muscle manifested by 
pain on flexion and extension of the thigh may re- 
sult. The abscess may develop into a gravitation 
abscess in the lacuna musculorum. In cases of ab- 
scess at the upper pole there is cessation of diaphrag- 
matic breathing. A characteristic feature is the 
constantly high temperature when the functional 
test gives no definite clue to the condition. In the 
first few weeks the sediment of the clear urine 
presents isolated leucocytes. Later, the urine be- 
comes cloudy. When the roentgenogram shows a 
rather large indistinct shadow, X-ray examination 
may lead to the correct diagnosis. 

The author does not approve of the exploratory 
puncture advised by many as it is easy to push the 
aspiration needle through the abscess into the still 
healthy kidney. The difficulty in the differential 
diagnosis between paranephritic abscesses and renal 
abscesses is not of much importance as operation is 
necessary in both conditions and the correct diag- 
nosis is easily made at the time of the operation. 

The treatment consists in wide incision and drain- 
age. After the establishment of drainage the fever 
usually falls by crisis and healing soon begins. In 
cases of metastatic abscess the prognosis as to life 
is usually very good when operation is done before 
perforation into the peritoneal cavity occurs. 

Of the author’s four fatal cases, two were cases of 
a suppurative renal process of lymphatic origin and 
two were cases of paranephritic abscesses developing 
by continuity. In the author’s cases of metastatic 
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abscesses there were no deaths. The total mortality 
in Friedrich’s cases was 9.3 per cent. 
A. RosENBuURG (Z). 


Thomas, B. A.: Observations on the Diagnosis and 
Treatment of Movable Kidney. J. Urol., 1920, 
xxii, 603. 

The author believes that many patients with 
movable kidneys fail to receive treatment that 
would save them years of invalidism, renal destruc- 
tion, and even loss of life. Neglect or improper 
treatment of nephroptosis may result in persistent 
bacilluria or pyelitis, hydronephrosis, loss of renal 
function, or destruction of the kidney. ‘Thomas was 
led to the study of the seventy-five cases which he 
reviews in this article by the common failure of 
external abdominal supports to provide satisfactory 
relief of pain, neuroses, gastric disturbances, and 
evidences of infection of progressive renal damage, 
and the complete relief afforded by nephropexy after 
months or years of troublesome disabling palliative 
treatment. 

The cases reviewed are limited to those of acquired 
displacement of the kidney, either unilateral or bi- 
lateral, associated or not with general visceroptosis, 
in contradistinction to cases of congenital anomaly. 
They include cases of simple ptosis, unilateral or 
bilateral, treated palliatively or operatively, and 
cases associated with hydronephrosis, pyelitis, pye- 
lonephritis, pyonephrosis, calculus, or tumor. 

It was found in this series that the subjective 
symptoms presented are by no means an accurate 
indication of the mobility of the kidney. The degree 
of mobility can be determined only by urological 
examination. 

Thomas states that the number of ptosed kidneys 
demonstrated by pyelography which would remain 
undiagnosed without this procedure is incredible. 
Ureteral catheterization and pyelography are of 
value also because they enable the urologist to deter- 
mine the presence or absence of renal retention, 
ureteral kinks, hydronephrosis, calculus, pyelitis, 
polycystic kidney, and tumors of the kidney, and to 
differentiate diseases of neighboring organs. 

In the treatment of ptosed kidney the outstanding 
object must be not only the relief of subjective 
symptoms but also the prevention of insidious 
destruction of the kidney by hydronephrosis and 
infection. Therefore an exact standardized method 
of routine examination is necessary. In general, the 
therapeutic procedures may be grouped as palliative 
and operative. In the cases of persons who are pre- 
disposed to or have developed general visceroptosis, 
prophylactic measures such as proper diet and exer- 
cises designed to improve posture and muscular and 
organic vigor are very beneficial. The treatment 
recommended by Phillips cannot be surpassed. In 
the cases of patients who are underweight, confine- 
ment to bed for from a month to six weeks on a 
liberal diet is the first requisite. 

Palliative treatment is indicated in mild cases in 
which the subjective symptoms are relieved by rest 
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or abdominal support and periodical urological 
check-ups show no development or progression of 
hydronephrosis, infection, or any other pathological 
condition in the kidney. Palliative treatment is 
contra-indicated when: (1) subjective symptoms 
are not controlled by supportive appliances; (2) the 
threat of renal damage from urinary retention and 
infection is not controlled; (3) severe infection, cal- 
culus, or tumor of the kidney is present; (4) there is 
rotation of the kidney or a kink in the ureter; and 
(5) the kidney is movable to more than the first 
degree. 

The author is of the opinion that the operative 
treatment of movable kidney has much to recom- 
mend it. He states that under no circumstances 
should the incidence of failure exceed 1o per cent. 
Surgical failures can be ascribed usually to faulty 
technique in fixation of the kidney, incomplete re- 
moval of fatty tissue between the posterior surface 
of the kidney and the lumbar muscles to which it is 
to be fixed, failure thoroughly to mobilize the kidney 
and ureter and free them from adjacent adhesions or 
fascial restrictions, and lastly, too short confinement 
of the patient to bed after the operation. The pa- 
tient should remain in bed for at least four weeks. 

The method of fixation used by the author is 
essentially that described by Kelly. Three triple 
mattress sutures are used. The upper suture is 
inserted through the posterior capsule at the junc- 
ture of the upper and middle thirds of the kidney 
and the two others are placed at lower levels. The 
ends of the upper suture are brought through the 
intercostal muscles above the twelfth rib, and those 
of the lower two sutures through the lumbar muscles. 

Henry L. SANForb, M.D. 


Walters, W., and Braasch, W. F.: Urinary Obstruc- 
tion and Hydronephrosis: Resection of the 
Renal Pelvis, the Kidney, and the Ureter; 
Report of Nine Cases. J. Am. M. Ass., 1920, 
xcili, 1710. 

Walters and Braasch report on ten operations per- 
formed on nine patients at the Mayo Clinic for the 
relief of urinary obstruction and hydronephrosis. In 
four cases, five hydronephrotic renal pelves were re 
sected, and in four of the five cases the resection was 
successful. In the case in which the resection was 
done bilaterally with an interval of four months be- 
tween the operations, the results in both kidneys 
were excellent. This, the authors believe, was the 
first successful bilateral resection on the renal pelvis 
for hydronephrosis which has been reported. 

Resection of the hydronephrotic or pyonephrotic 
portion of a duplicated kidney was performed in 
three cases, and ureteropyeloneostomy for obstruc- 
tion of the ureteropelvic juncture in two cases. In 
one of the cases in which ureteropyeloneostomy was 
performed, the obstruction involved a solitary kid- 
ney and was acute and complete; in the other, the 
obstruction followed pelviolithotomy performed else- 
where. These operations also were successful. In 
one of the cases in which ureteropyeloneostomy was 
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performed, more than a year has elapsed since the 
operation. 

Pre-operative and postoperative cystoscopic ex- 
aminations, functional tests of each kidney sepa- 
rately and of both kidneys combined, and pyelo- 
grams of the kidneys and their pelves which were 
operated on were made. Pyelograms following resec- 
tion of the hydronephrotic renal pelves were prac- 
tically normal in appearance. Following the opera- 
tion, the degree of infection in the kidneys dimin- 
ished and the function improved. 

In only one of the nine cases was secondary ne- 
phrectomy necessary. In this case the hydronephrotic 
pelvis had a capacity of approximately 350 c.cm., 
and infection and oedema caused obstruction of 
the ureteropelvic juncture. The decision to at- 
tempt renal resection rather than nephrectomy was 
probably unwise because of the extreme degree of 
hydronephrosis and the destruction of the renal 
parenchyma. 

In the other cases the patients made a good clini 
cal recovery and the findings of cystoscopic examiia- 
tion as regards urinary drainage and renal function 
were satisfactory. 

A short description is given of the important de- 
tails of the technique of the operative procedures, 
and the literature of previously reported cases is 
reviewed. 


Helmholz, H. F.: Experimental Pyelitis and Its Re- 
lationship to Urinary Infection in the Infant. 
Brit. J. Child. Dis., 1929, xxvi, 247. 

In experiments carried out by the author on 
rabbits, the frequency of infection of the bladder 
as compared with infection of the upper portion 
of the urinary tract and the fact that the colon 
bacillus, after intravenous injection, did not persist 
in the bladder when the upper portion of the urinary 
tract was sterile seemed to indicate that the infec- 
tion was of the ascending type. 

On the clinical side the predominance of the in- 
fection in girl babies during the diaper age is still 
the outstanding feature in the determination of 
the mode of infection. To this must be added the 
observations of Schwartz, who found that bacilluria 
is twice as common in girl babies as in boys. No 
one has proved that the colon bacillus passes into 
the circulation as the result of parenteral infection 
such as tonsillitis and otitis media, nor in diarrheal 
disease. David and McGill showed that colon 
bacilli appear in the bloodstream only after com- 
plete obstruction of the bowel. Even if colon 
bacilli are injected into the blood stream, they do 
not appear in the urine. It seems, therefore, that 
although results from experiments on animals 
cannot be directly applied to man, there is enough 
confirmatory evidence in what is known of pyelitis 
in infancy to warrant the assumption that infec- 
tions with the colon bacillus take place in the same 
way. 

The beneficial results obtained from treatment 
with alkalies in pyelitis have never been satisfac- 
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torily explained. It is certain that the degree of 
alkalinity reached in the urinary tract is never 
sufficient to interfere in any way with the growth 
of the colon bacillus. In a series of experiments 
carried out by growing colon bacilli in alkaline and 
acid media, no difference was noted in the pyro- 
genetic power of the toxins produced. In another 
series of experiments, in which colon bacilli were 
grown for a considerable number of generations 
in acid broth and in alkaline broth, there was no 
retardation of growth when the organism was 
transferred from an acid broth of a hydrogen-ion 
concentration of Ph 5.5 to an alkaline broth of a 
hydrogen-ion concentration of Ph 8.4, but in a 
number of instances there was almost complete’ 
inhibition of growth for from four to six hours 
when the transfer was made from alkaline to acid 
broth. In a series of therapeutic experiments 
carried out on animals infected hematogenously 
with the colon bacillus, in which mercurochrome, 
methenamine and hexylresorcinol were adminis- 
tered, by far the best results were obtained with 
methenamine. 

In conclusion the author says that it is essential 
that every case of pyelitis be checked bacterio- 
logically before cure is pronounced, and that cases 
in which the condition does not clear up after an 
intensive course of treatment by methenamine be 
referred to the urologist for careful study of the 
urinary tract. 


Gérard, M.: The Functional Integrity of Tubercu- 
lous Kidneys in Certain Cases of Renal Tuber- 
culosis (Intégrité fonctionelle de reins tuberculeux 
dans certaines cas de nephrotuberculose). J. d’urol. 
méd. et chir., 1929, xxviii, 209. 

The author reports five cases of renal tuberculosis 
in which the Ambard test was normal or nearly 
normal. 

In Case 1, the tuberculosis developed in two 
periods separated by an interval of a year and a half. 
Cystoscopy revealed the presence of gross suppura- 
tive lesions in the right kidney. Ureteral catheteriza- 
tion demonstrated that the right kidney did not 
function, and that the left kidney, which was un- 
deniably tuberculous, had an excellent functional 
capacity. 

In Case 2, cystoscopy revealed a lesion of the right 
kidney. Ureteral catheterization proved that the left 
kidney, which was apparently healthy, did not 
function, whereas the right kidney, which was 
manifestly tuberculous, had good function. 

In Case 3, the tuberculosis developed in two 
periods separated by an interval of eleven years. 
Cystoscopy revealed cicatricial lesions of the right 
kidney and active lesions of the left kidney. Ureteral 
catheterization showed that the function of the right 
kidney had been completely destroyed, whereas that 
of the left kidney was excellent. 

In Case 4, cystoscopy demonstrated a marked 
lesion of the right kidney. On ureteral catheteriza- 
tion it was found that the left kidney had practically 
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no function, whereas the right kidney, which was 
tuberculous, had excellent function. 

In Case 5, cystoscopy indicated a lesion of the left 
kidney. The orifice of the right ureter appeared 
normal. Ureteral catheterization demonstrated that 
the lesions were bilateral. The right kidney had a 
very good functional capacity. Pace. 


Mathé, C. P.: Cortical Abscess of the Kidney. 
J. Am. M. Ass., 1929, xciii, 1862. 


Cortical abscess of the kidney is of two types: 
(1) the acute hematogenous type, secondary to 
staphylococcal infection elsewhere in the body 
which is usually manifested in the skin, and (2) the 
subacute or chronic urogenous type, associated 
with pyelonephritis and secondary to trauma, 
lesions of the kidney, and stasis in the upper or 
lower urinary tract. ; 

Cortical abscess of the focal hemorrhagic type 
is often mistaken for influenza or an abdominal 
lesion such as appendicitis, salpingitis, gall-bladder 
disease, acute pyelonephritis, and _perinephric 
abscess. Its presence cannot always be diagnosed 
positively, but may be strongly suspected from 
the history of a skin infection. It is distinguished 
from pyelonephritis by the relative paucity of uri- 
nary symptoms in proportion to the severity of 
the illness and by the fact that the infecting staph- 
ylococcus is more likely to be found in the urine. 

Cortical abscess of the urogenous type is suggested 
when a patient with chronic pyelonephritis second- 
ary to urinary stasis suddenly develops a chill and 
fever accompanied by pain and enlargement of the 
kidney which are not relieved by drainage with the 
ureteral catheter. 

In the hematogenous type of cortical abscess 
the infection begins in the cortex near the kidney 
capsule and extends toward the periphery. In twenty- 
four cases cited by the author, early conservative 
operation, such as decapsulation, incision, or excis- 
ion of the abscess, saved the kidney from further 
destruction. In nine cases, nephrectomy was done 
for acute focal suppurative nephritis with abscesses 
of the cortex and in one case, for carbuncle of the 
kidney. It was performed also in two cases in which 
incision and drainage were done too late. 

In the urogenous type of cortical abscess the in- 
fection extends toward the periphery from the 
collecting tubules and pelvis, causing the formation 
of abscesses in the medulla as well as in the cortex 
and more or less destroying the entire parenchyma. 
The treatment is radical nephrectomy. This was 
done successfully in forty-three cases cited by the 
author. Henry L, Sanrorp, M.D. 


Chute, A. L.: The Recognition and Treatment of 
Renal Lithiasis. Minnesota Med., 1929, xii, 731. 


The stones which are held firmly in the kidney, 
the large ones which cause atrophy of the kidney 
tissue by pressure as they increase in size and pre- 
dispose to suppuration, those which are especially 
destructive, do not cause the marked symptoms 
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that are produced by smaller stones which block 
the kidney outlet and cause acute dilatation of the 
renal pelvis. The large stones may produce only 
moderate pain, usually only a backache, and this 
symptom may occur only at long intervals. 

In examination of the urinary tract with the X-ray 
the patient should be carefully prepared and the 
whole urinary tract should be roentgenographed. 
When a barium meal or enema is indicated, it 
should be given after the roentgenograms of the uri- 
nary tract have been made as bits of barium left in 
the intestine may overlie the stone-bearing area of 
the kidney. 

Shadows which may be confused with those of 
urinary stones are produced by intestinal gas, gall 
stones, calcified abdominal glands, phleboliths, and 
calcified vessels. j 

Chute believes that a stone in an infected kidney 
should be removed rather promptly. In cases of 
bilateral renal stones, operation should be urged 
strongly although it is perhaps not quite so impera- 
tive as in cases of stone in a single kidney. When 
bilateral stones are present, the better kidney, 
as indicated by functional tests, should be operated 
upon first. When a stone is present in a kidney and 
another stone is present in the ureter of that kidney, 
both stones should be removed at the same time or 
the renal stone should be removed first in order to 
stop the destruction of renal tissue. 

In Chute’s opinion, it is a mistake to drain a kid- 
ney pelvis through a pyelotomy wound, especially 
by tube drainage, as stubborn fistula have followed 
this procedure. In the majority of cases of renal 
stone, nephrolithotomy is required. 

Ureteral stones associated with any particular 
degree of infection should be removed surgically; 
likewise, stones in the ureter which cause more than 
moderate pain or occasional disability. After the 
removal of a stone low in a ureter, the urologist 
should always make sure that he can pass a probe 
through into the bladder without perceiving a sen- 
sation of grating. Jacos S. Grove, M.D. 


Weiser, A.: The Indication for Nephrectomy in 
Cases of Cystic Kidney (Zur Indikation der Ne- 
phrektomie bei Cystennieren). Verhandl. d. deutsch. 
Gesellsch. f. Urol., 1929, p. 229. 

As the symptoms of cystic kidney are most 
varied, sometimes suggesting pyonephrosis, some- 
times a malignant tumor, and sometimes con- 
tracted kidney with a tendency toward uremia, 
the correct diagnosis is often made only at opera- 
tion. Since in the vast majority of cases (according 
to Lejars, 95 per cent, and according to Luzzato, 
81 per cent) the condition is bilateral, only con- 
servative treatment is to be considered. Recently, 
good results from puncture of the tensely filled 
cysts have been reported from widely different 
sources. Therefore, nephrectomy should not be 
done in the absence of urgent indications. One of 
the urgent indications for nephrectomy is the devel- 
opment of tuberculosis, a tumor, or a calculous 
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pyonephrosis in the congenital cystic kidney. 
The author reports two cases in which operation 
was followed by a good result. 

The first case was that of a man twenty-seven 
years of age who had a stone the size of a pigeon’s 
egg and two stones the size of peas in the right 
renal pelvis and three large stones in the right 
ureter. The stones were removed by pyelotomy 
and ureterotomy, but because of the infection 
present the renal pelvis was not sutured. Under 
treatment with daily irrigations it closed slowly 
within six weeks. Two months later it re-opened 
spontaneously as a stone had again become lodged 
in the ureter. Because of progressive cachexia and 
in spite of an existing fistula, a nephrectomy was 
done. When the patient was re-examined eight 
months later, he was entirely free from symptoms. 

The second case was that of a man forty-six years 
of age who gave a history of progressive enlarge- 
ment of the abdomen on the left side and frequent 
hematuria. There was no excretion of indigocar- 
mine on the left side. At operation, a large tumor 
of the left kidney was extirpated through a lumbar 
incision. The specimen was found to be permeated 
by numerous cysts. Three months after the opera- 
tion the patient was still in excellent condition. 

The author concludes that nephrectomy is in- 
dicated also in cases of unilateral cystic kidney 
with unilateral renal tuberculosis or tumor. As 
in both of these conditions the amount of renal 
parenchyma is decreased by the disease itself, 
the loss of parenchyma resulting from the opera- 
tion is inconsequential. Moreover, it is more than 
balanced by the removal of the toxins of the tuber- 
culosis or carcinoma. 

In the discussion of this report, KUEMMEL, SR. 
(Hamburg) said that he had operated upon three 
cases of cystic kidney. In one, decapsulation was 
done because of hemorrhage and was successful 
in arresting the bleeding. In the two others, neph- 
rectomy was done four and five years ago respec- 
tively and both patients are now cured. Kuemmel 
cited also the case of a child who recovered follow- 
ing nephrectomy for cystic kidney with life-threaten- 
ing hemorrhage. In the case of an infant six 
months old an assistant obtained a good result 
from nephrectomy for cystic kidney with life- 
threatening haemorrhage. Kuemmel believes that 
children bear unilateral nephrectomy for congenital 
cystic kidney even better than adults. He concludes 
that we can abandon absolute conservatism in the 
treatment of cystic kidney, provided the indication 
for operation is carefully established. 

CASPER (Berlin) stated that he is not convinced 
that we are justified in proceeding less conserva- 
tively. He said that while vital indications for 
nephrectomy have been recognized, there are cases 
in which the operation is not absolutely indicated. 
He has had two cases with typical symptoms under 
observation for seventeen and twenty-five years. 
He emphasized the importance of determining what 
indications are to be considered vital. 





INTERNATIONAL ABSTRACT OF SURGERY 


RumpPeEL (Berlin) called attention to the fact 
that there are cases in which the process of cystic 
degeneration has progressed to different degrees 
on the two sides. In one case in which he performed 
a nephrectomy for haemorrhage the removed kidney 
showed complete polycystic degeneration whereas 
the other kidney presented only a few cysts. The 
patient is still alive. In another case, in which death 
resulted, one kidney had been split by another 
surgeon because of suppuration and Rumpel did 
a nephrectomy bacause the fistula refused to heal. 
Death resulted from the cystic condition of the other 
kidney. 

OPPENHEIMER (Frankfort) reported the case of 
a patient who lived for twenty-five years after a 
unilateral nephrectomy although the other kidney 
was also cystic. He agreed with Casper that the 
vital indications for operation must be definitely 
established. 

SCHLAGINTWEIt (Munich) demanded a careful 
differentiation between the indications in cases of 
cystic kidney and those in cases of solitary cyst 
of the kidney. 

Biatt (Vienna) emphasized the strictly conserva- 
tive standpoint of the school of his teacher, Ru- 
britius. With the aid of ten pyelograms he showed 
that the diagnosis of cystic kidney can seldom be 
made from pyelograms nor from other roentgeno- 
grams. He stated that the claim of Grauhans that 
it is possible to differentiate definitely between a 
cystic kidney and a hypernephroma is incorrect. 

HEyN (Berlin) reported from Borchardt’s clinic 
that the differential diagnosis between hyperneph- 
roma and cystic kidney from a pyelogram is very 
difficult. 

KUEMMEL, SR. (Hamburg) agreed with Schlagin- 
tweit that cystic kidney should be sharply differ- 
entiated from cyst of the kidney. 

A. RosENBuRG (Z). 


BLADDER, URETHRA, AND PENIS 


Knutsson, F.: On the Technique of Urethrography. 
Acta radiol., 1929, X, 437. 

The author describes the technique he employs 
for urethrography and a penis clamp which facilitates 
the examination. 

He states that only 1 or 2 cm. of the so-called 
supracollicular elongation of the posterior urethra 
occurs in the urethra, the remainder being due to the 
collection of the opaque fluid in a fold of the mucous 
membrane at the bottom of the bladder. The elonga- 
tion is therefore usually only apparent and no im- 
portance can be ascribed to it in the estimation of 
the size of the prostate gland. 


GENITAL ORGANS 


Gutierrez, R.: Later Results of Surgery of the 


Seminal Vesicles. J. Am. M. Ass., 1929, xciii, 1944. 


Gutierrez reports the results of 100 seminal vesicu- 
lectomies performed in the cases of patients with 
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grave mental disorders and chronic inflammation 
of the seminal vesicles. Other foci of infection had 
been eliminated previously. In all of the operations 
the perineal route was employed. The author 
states that with visualization of the organs and the 
use of recognized surgical technique it is possible 
to remove the glands without causing any distur- 
bance of physiological spermatic function. In the 
cases reviewed the operations were extra-urethral, 
extravesical, and extraperitoneal. In no case did 
a perineal or rectal fistula develop, and in none 
was the operation followed by peritonitis, incon- 
tinence of urine, or epididymitis. 

Forty-eight per cent of the patients were bene- 
fited and some of them were discharged from the 
institution as cured: The spermatic and genital 
functions remained unchanged. After vesiculectomy 
the ampulla becomes gradually distended by its 
normal physiological process and finally assumes 
the function of the vesicles, becoming the reservoir 
of the semen and acquiring the power of expulsion 
during ejaculation. 

On re-examination of patients subjected to 
vesiculectomy six or seven years previously, the 
ampulla was found patent and easily palpable by 
rectal touch in more than 21 per cent. The external 
genital organs were the same as before the operation 
was performed. The prostate gland was found nor- 
mal in about 80 per cent of the cases. 

Jacos S. Grove, M.D. 
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Alyea, E. P.: Dislocation of the Testis. 
Gynec. & Obst., 1929, xlix, 690. 

A search of the literature from 1800 up to the 
present time revealed only twenty-three cases of 
traumatic luxation of the testis. The author reports 
two more—one, a compound dislocation that was 
successfully treated by open operation, and the 
other the first true traumatic crural testis on record. 

The position of the dislocated testis depends upon 
three factors: (1) anatomical abnormalities, (2) ob- 
struction to dislocation in certain directions, and (3) 
the direction and force of the blow. The usual cause 
is severe injury such as that inflicted by wagon 
wheels passing over the genital and inguinal regions 
and other severe crushing injuries about the scrotum. 
It is at first difficult to diagnose the dislocation be- 
cause of the acute swelling after the injury. A little 
later, however, the absence of a testicle from the 
scrotum and the presence of an ovoid tumor in 
another locality make the diagnosis relatively easy. 

In six of the cases reviewed the dislocation was of 
the pubic type; in five, of the superficial inguinal type; 
in three, of the penile type; in two, of the perineal 
type; and in three, of the inguinal canal type. In 
three cases there was a compound dislocation of the 
testis through the scrotal wall. In one case it was 
impossible to determine the site of the dislocated 
testis exactly. 

The results of treatment are good. 

Maurice I. Mectzer, M.D. 


Surg., 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Pearse, H. E., Jr., and Morton, J. J.: The Stimula- 
tion of Bone Growth by Venous Stasis. J. Bone 
& Joint Surg., 1930, xii, 97. 

The authors describe experiments which they car- 
ried out on dogs, cite reports from the literature, and 
report two clinical cases which show that fractures 
with delayed union may be healed by venous stasis 
hyperemia. H. Earte Conwe t, M.D. 


Leriche, R., and Bauer, R.: Subacute Cortical 
Staphylococcus Osteitis of the Shafts of the 
Long Bones in the Adult (Les ostéites diaphysaires 
corticales subaigues 4 staphylocoques de l’adulte). 
Rev. d’orthop., 1929, Xxxvi, 385. 

The authors report three cases of subacute cortical 
staphylococcus osteitis of the shafts of long bones in 
adults. They state that the lesions are at first very 
limited and unlike those of acute osteomyelitis in 
adolescents. As a rule there are practically no 
general symptoms, but sometimes the temperature 
is slightly elevated. The first symptom is a dull pain 
which is not at all comparable with that of Brodie’s 
abscess. A little later palpation reveals a fusiform 
swelling continuous with the bone which is due to 
the periosteal reaction. When multiple osseous 
lesions develop simultaneously a search should be 
made for metastatic foci of infection even if it is im- 
possible to find the primary focus from the history. 
In cases with only a single localization, slow evolu- 
tion of the lesion, slight pain, and the appearance of 
diaphyseal swelling suggest sarcoma. The sarcoma 
of Ewing may be accompanied by a slight rise in the 
temperature. 

After subacute cortical staphylococcus osteitis has 
progressed, the roentgenogram should prevent error 
in the diagnosis, but in early attenuated cases the 
first roentgenogram is not sufficient. When dia- 
physeal osteitis is suspected, the case should be 
followed for several days. An increase in the swelling 
and in the lesions as revealed by a second roentgen 
examination will confirm the diagnosis. PACE. 


Bucy, P. C., and Capp, C. S.: Primary Haeman- 
gioma of Bone: with Special Reference to the 
Roentgenological Diagnosis. Am. J. Roentgenol., 
1930, XXiii, 1. 

Hemangioma of bone, especially of the vertebra, 
is often discovered at autopsy, but seldom causes 
symptoms. Of 2,154 bodies in which Toepfer sec- 
tioned the vertebral column at autopsy, angiomata 

‘ were found in 11.93 per cent. 

Hezmangiomata occur most frequently in the ver- 

tebre and the bones of the skull. Their roentgen ap- 


pearance is that of numerous large “sunburst” 
trabeculations radiating from a common center and 
out from the plane of the bone. In cylindrical bones 
the gross roentgen appearance may resemble that of 
a giant-cell tumor, but the loculations are somewhat 
smaller and within them there is a fine fibrillary 
framework. The cortex of the bone is usually de- 
stroyed, but may extend into the center of the ex- 
pansive portion of the tumor. The periosteum re- 
mains intact. 

The microscopic appearance is that of a benign 
hemangioma, usually of the cavernous type. 

The treatment is excision, when possible, followed 
by roentgen therapy. 

The authors report eight cases. 

ELVEN J. BerkHerser, M.D. 


Leriche, R.: Ewing’s Sarcoma and Metastatic 
Staphylococcic Osteitis of the Cortex of the 
Diaphysis (Sarcome de Ewing et ostéite diaphys- 
aire corticale métastatique 4 staphylocoques). Lyon 
chir., 1929, Xxvi, 536. 

Ewing’s sarcoma is probably a reticulo-endothelial 
sarcoma. It occurs in the diaphyses of young adults 
and resembles in its course a subacute osteomye- 
litis, being accompanied by leucocytosis, slight 
fever, and slight pain. The author reports a case of 
cortical staphylococcus osteitis of the diaphysis in 
which differentiation from Ewing’s sarcoma was very 
difficult. 

The patient was a woman thirty-four years old 
who, in the beginning of October, was treated by 
vaccination for furuncles of the neck. During the 
night of October 10 she suddenly experienced pain 
in the left thigh. This was followed by doughy swell- 
ing and difficulty in flexion of the thigh. For a year 
the patient’s temperature had been between 37.8 
and 38 degrees C. 

A roentgenogram showed a small cavity in the 
diaphysis which suggested osteomyelitis, but an- 
other roentgenogram made a week later suggested 
beginning sarcoma. The patient was seen by a num- 
ber of surgeons, and all but one of them made a di- 
agnosis of Ewing’s sarcoma on the basis of the second 
and a third roentgenogram. When the author saw 
her on November 30 she was subfebrile and had a 
leaden color. On the basis of the sudden beginning 
of the illness in the course of furunculosis, temporary 
pain in the other femur, the occurrence of pain on 
pressure, and the rapid and constantly subfebrile 
evolution of the illness, he made a diagnosis of met- 
astatic cortical osteomyelitis. Operation was per- 
formed December 3. 

Incision into the most prominent part of the tumor 
revealed lardaceous tissue with no muscle structure 
and no pus. In front of the diaphysis there was fri- 
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able newly formed bone, and in the cortex there was 
a small cavity about 1 cm. long and 2 or 3 mm. deep 
which contained a soft reddish tissue. The walls of 
the cavity appeared to be normal. The author be- 
lieved he had been mistaken in his diagnosis and 
that the tumor was a Ewing sarcoma, but after re- 
moving the tissue for bacteriological examination he 
left four Carrel tubes in place for irrigation. 
Bacteriological examination showed a pure culture 
of hemolytic staphylococcus aureus. ‘Ihe condition 
was therefore a typical osteomyelitis. The wound 
suppurated, but the patient recovered in two months 
with a moderate hyperostosis of the diaphysis. The 
author believes that the vaccination rendered the 
staphylococci incapable of producing pus and nec- 
rosis. Aubrey G. Morcan, M.D. 


Jones, H. T.: Cystic Bursal Hygromata. J. Bone & 
Joint Surg., 1930, Xii, 45. : 

Excision was carried out in each of the fifty-five 
cases of cystic bursal hygroma reviewed by the au- 
thor. This does not mean that excision has been 
done as a routine procedure at the Mayo Clinic; 
it indicates that only cases in which pathological 
material was available were included in this study. 
Subsequent information was obtained from twenty- 
seven of the patients. In two cases the time which 
had elapsed following the excision was three months 
or less. In the twenty-five other cases the time in- 
terval since the excision varied from nine and a half 
months to fourteen years and three months and the 
average time interval was five years and eleven 
months. In none of the twenty-seven cases was re- 
currence reported. Therefore it may be concluded 
that complete excision of cystic hygromata is likely 
to result in cure. 

With regard to the question of the presence of 
fibrin and fibrinoid tissue in the process of disinte- 
gration, the author states that, judging from the 
finding of fibrin chemically in the necrotic center of 
a bursa in one case and from the morphological and 
staining reactions of certain portions of sections in 
another, it appears reasonable to conclude that the 
formation of fibrin plays some part in the develop- 
ment of at least certain cystic hygromata. However, 
he believes with Robertson that it is not wise to con- 
clude that the connective tissue, of and by itself, 
changes to an intermediate substance, fibrin or 
fibrinoid, and then to the liquefied cyst contents. 

With regard to the question as to whether the 
liquid content of cystic hygromata is entirely degen- 
erative in origin or at times is partly made up of a 
transudate, Langemak held that hygromata repre- 
sent a purely degenerative process. He found the 
tissue bounding the cavity always avascular. In nu- 
merous instances Jones noted that the wall of the 
hygroma had vascular processes projecting into the 
cavity. He believes that fluids from these capillaries 
will reach the cavity of the cyst. 

Trauma, both acute and long continued, plays an 
important part in the causation of cystic hygromata. 
The réle of infection is doubtful. 
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Jones concludes that the conditions at work in the 
development of cystic hygromata must be similar to 
those involved in the development of bursz in the 
embryo and young child, and that bizarre types of 
bursz are probably accounted for by absence of the 
environmental conditions necessary for the develop- 
ment of normal bursz. 


Bick, E. M.: The Surgical Patholcgy of Synovial 
Tissue. J. Bone & Joint Surg., 1930, xii, 33. 


Following a description of the normal synovial 
tissue, the author describes the condition of the 
synovial tissue in tuberculous, non-specific, acute, 
subacute, chronic, acute purulent, and syphilitic 
synovitis, osteochondritis dissecans, synoviomata, 
and rheumatic fever synovitis. 

H. Ear.te ConweE Lt, M.D. 


Venezian, E.: Primary Pathological Processes of 
the Joint Capsule (Processi morbosi primitivi della 
capsula articolare). Chir. d. organi di movimento, 
1929, xiv, 266. 

The first case reported was one of cyst of the men- 
iscus of the right knee of a man thirty-seven years of 
age. The patient stated that about ten years pre- 
viously he had struck the knee against the ground 
in a fall. For several days after the injury it was 
swollen, but there was no limitation of movement. 
Several weeks later a swelling appeared on the ex- 
ternal side of the joint line and increased in size for 
two or three months. At the time of examination 
the patient complained of pain and weakness of the 
leg. There was no locking of the joint. 

Operation revealed, on the external side of the 
meniscus, a tumor the size of a nut, which was made 
up of cysts of various sizes with connective tissue 
walls rich in cells and showing papillz. 

Tumors of this type are most common in young 
males. They are often attributed to trauma, but the 
importance of trauma has been exaggerated. The 
author believes that the tumor in his case was not 
due to trauma as there were no signs of inflamma- 
tion. He states that tumors of the type under discus- 
sion are a form of pathological growth the cause of 
which is unknown. They are not malignant as they - 
never show a tendency toward unlimited growth. 
They originate from the capsular and para-articular 
tissues. It is possible that they correspond to a spe- 
cial evolution of cells which are ontogenetically simi- 
lar to synovial cells. The diagnosis is not difficult. 
Operation is contra-indicated until they reach the 
stationary stage. 

The second case reported was one of capsular 
hemangioma of the right knee of a boy three years 
of age. The family and personal histories were nega- 
tive. In September, 1926, the patient struck the 
knee in a fall. After incision and the removal of 
blood clots, the swelling which resulted from the 
injury receded and there were no more symptoms 
until the night of May 6, 1927, when intense pain 
developed in the joint. When the patient was seen by 
the author in April, 1928, the knee was in flexion to 
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about 165 degrees, movements were very limited, 
and the muscles were atrophic. Operation revealed 
a cavernous capsular hemangioma in the subsyn- 
ovial tissue of the anterior border of the knee and in 
the subpatellar fat. Uneventful recovery resulted. 
Histological examination showed that the tumor was 
not caused by the trauma, but was due to a congeni- 
tal anomaly in the arrangement of the vessels of the 
capsule. Auprey G. Morean, M.D. 


Giuliani, G.: The Action of the Tendons on the 
Development of the Centers of Ossification 
(L’influenza dei tendini sullo sviluppo dei nuclei di 
ossificazione). Chir. d. organi di movimento, 1929, 
Xiv, 243. 

Giuliani reports experiments performed on rabbits 
in which the Achilles tendon on one side was sec- 
tioned and the effect on the centers of ossification was 
studied. 

The results showed that the action of the tendon 
has a marked effect on the growth of the epiphyseal 
center of the process of the calcaneum. The latter 
does not reach its full development unless the action 
of the muscle is continuously transmitted by the 
tendon. Histological examination indicated that 
when the cartilage is not stimulated by the tendon 
it is not capable of fulfilling its biological task of ossi- 
fication. Roentgen examination showed progressive 
atrophy of the center and atrophy and rarefaction of 
the bone of the proximal end of the calcaneum. 

These findings indicate the importance of muscle 
action transmitted through the tendons in the con- 
ditions which are called ‘‘bone diseases of adoles- 
cence.” All centers of ossification which are in con- 
nection with strong muscles feel the action of the 
tendons, and the whole skeleton requires the action 
of the muscles for its normal development. 

Auprey G. Morcan, M.D. 


Nicotra, A.: Calcification of the Nucleus Pulposus 
of the Intervertebral Disks (La calcificazione del 
nucleo polposo dei dischi intervertebrali). Radiol. 
med., 1929, XVi, 977: 


Nicotra reports three cases of complete and one 
case of incomplete calcification of the nucleus pulpo- 
sus of the intervertebral disks. ‘The symptoms in 
such cases are always those of irritation of the spinal 
nerve roots and meninges. Nicotra attributes the 
condition to inflammation followed by the precipi- 
tation of calcium salts in the gelatinous embryonic 
substance of the notochord which persists in the cen- 
ter of the disks. He is of the opinion that in the ma- 
jority of cases it stops in the stage of swelling, and 
that it is often the cause of radiculitis even when the 
roentgenogram does not show calcification. He be- 
lieves that the inflammation may have occurred long 
before the development of the nerve-root and me- 
ningeal signs and the roentgen examination, and is 
probably due most often to localization of the in- 
fluenza virus in the disks. He suggests the name 
‘infectious chondroneuritis”’ for the condition. 

Auprey G. Morcan, M.D. 


Peirson, E. L., Jr.: Osteochondritis of the Symphy- 
sis Pubis. Surg., Gynec. & Obst., 1929, xlix, 834. 

Peirson reports in detail four cases of osteochon- 
dritis of the symphysis pubis. In three cases the 
condition followed a urological lesion, and in one case 
an operation for inguinal hernia. Operation was per- 
formed for the osteochrondritis in all. Three of the 
patients recovered and one died of septicemia. 

The most constant symptom of osteochrondritis of 
the symphysis pubis is pain in the region of the pubis 
which radiates down the legs and is aggravated by 
motion. On palpation, a localized point of tender- 
ness is discovered over the symphysis. The roent- 
genogram shows marked proliferation of the bone 

Beer has reported twelve cases of periosteitis and 
osteitis of the symphysis pubis in which the condi- 
tion followed suprapubic cystotomy. He attributed 
the inflammation to injury of the periosteum or pres- 
sure produced by a suprapubic drainage tube. All of 
Beer's patients recovered without operation. 

Rupopu S. Reicu, M.D. 


Polacco, E.: Free Bodies in the Hip Joint (Con- 
tributo allo studio dei corpi mobili dell’anca). Arch. 
ital. di chir., 1929, xxiv, 671. 

Polacco reports three cases of free bodies in the 
hip joint. The patients were women thirty-five, 
forty-two, and twenty-three years of age. ‘The symp- 
toms were those of arthritis deformans. The free 
bodies were very evidently secondary to arthritis of 
the hip, and there seemed to be a certain relation 
between the severity of the arthritis and the num- 
ber of free bodies. In one of the cases the arthritis 
was gonorrhceal, but in the others the cause was un- 
known. In all three, the macroscopic and micro- 
scopic character of the joint bodies was the same.. 

The free bodies consisted of spongy bone showing 
a delicate trabeculation containing fatty marrow 
which was surrounded by a thin external shell of 
compact bone. The external shell was surrounded 
by a periosteal membrane from which vessels passed 
into the external layer of bone. Evidently such free 
bodies find the conditions necessary for their devel- 
opment in the synovial fluid. The difference in the 
vitality and growth of free bodies formed in clinical 
cases and those produced experimentally is due to 
the fact that in the clinical cases the free bodies are 
detached gradually rather than suddenly. 

The free bodies vary in size from that of a millet 
seed to that of an orange. They may have a smooth, 
a rough, or a nodular surface. They adapt them- 
selves in shape to the space available and to the 
mechanical function of the part of the joint in which 
they lie. Sometimes they are solitary and sometimes 
they are formed in large numbers. They vary in 
weight from a few centigrams up to 20 gm. or more. 
They occur most frequently in the knee and next 
most frequently in the elbow and shoulder. They 
are rarely found in the hip. Although all of the 
author’s patients were women, free joint bodies are 
more common in men than in women. 

Auprey G. Morcan, M.D. 
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Lombard, P.: The Remote Sequelz, After Forty- 
Five Years, of a Purulent Arthritis of the Hip 
Occurring in Early Childhood (Les conséquences 
éloignées, aprés 45 ans, d’une arthrite purulente de 
la hanche survenue dans la premiére enfance). Rev. 
d’orthop., 1929, Xxxvi, 420. 

In the case reported, the arthritis began during an 
attack of typhoid fever when the patient was three 
years old. After its acute inflammatory onset, the 
articular lesion continued to develop almost un- 
noticed for years. Softening of the bone which re- 
sulted in coxa vara discovered eighteen years later 
was followed by absorption. The femoral head dis- 
appeared, and the neck, which was gradually reduced 
in size, ascended into the enlarged acetabulum and 
tended to become luxated into the iliac fossa. What 
was doubtless at first a chemical process started by 
infection and later progressing independently be- 
came complicated by disturbances of a mechanical 
nature. PACE. 


Bérard: Deep Connective Tissue Tumors of the 
Thigh (A propos des tumeurs conjonctives pro- 
fondes de la cuisse). Lyon chir., 1929, xxvi, 629. 

Bérard reports two cases of deep connective tissue 
tumors of the thigh. The first was that of a woman 
twenty-six years of age who, about five months pre- 
viously, began to have slight pain above and to the 
inner side of the left knee. ‘Two months later, pro- 
gressive swelling of the region began. The general 
condition was not affected. At operation, a connec- 
tive tissue tumor of the fibrolipoma type was extir- 
pated. Uneventful recovery followed. 

While histological examination of the specimen 
revealed no atypical cells, the lower third of the 
capsule of the tumor was condensed and violet col- 
ored and was continuous with the periosteum of the 
femur. As a matter of precaution because of this 
suspicious area, deep roentgen-ray treatment is being 
given. 

The second case was that of a woman of forty 
years whose left thigh had been increasing in size for 
two years. Incision showed a lobulated lipomatous 
mass with lobes varying from the size of a prune to 
that of two fists which extended into all the inter- 
stices of the muscles. The femoral vein was throm- 
bosed, and both the artery and the vein were com- 
pressed by the tumor. The neoplasm was extirpated 
together with about 30 cm. of the femoral vessels. 
Uneventful recovery followed. 

The findings of the complete histological exami- 
nation of the tumor will be published later. ‘The 
author believes that the neoplasm was probably a 
tumor of the sheath of the femoral vessels. Deep 
roentgen treatment will be given as soon as the 
wound has healed. 

In the discussion of this report, Trx1ER said that 
he had never seen a connective tissue tumor of the 
sheaths of the femoral vessels invade the muscles and 
he would not be surprised if an early recurrence de- 
veloped in Bérard’s second case. 

Auprey G. Morcan, M.D. 
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Gilroy, E.: Pes Cavus: A Clinical Study with Special 
Reference to Its Etiology. dinburgh M.J., 1920, 
XXXVi, 740. 

Gilroy analyzes (48) cases of pes cavus and classi- 
fies them etiologically. He states that in cases of 
obscure causation the condition is probably of con- 
genital origin. A congenital origin is not disproved 
by late onset of the symptoms. 

The age at which symptoms develop is determined 
largely by sex. Females require treatment earlier 
than males, but this difference may be due to the 
differences in the shoes worn by males and females. 
However, there is no evidence that shoes can pro- 
duce pes cavus in a normal foot. 

Hereditary cases of pes cavus appear to be limited 
to one sex in the family line. The transmission is 
direct. 

Fevers and other acute illnesses do not produce a 
deformity requiring operative interference. 

Poliomyelitis is responsible for the majority of ac- 
quired cases of pes cavus and for a very severe de- 
formity with a high incidence of associated defects. 

With the exception of the cases due to polio- 
myelitis and those in which the condition develops 
during adolescence, pes cavus occurs with about 
equal frequency in the two sexes. In the polio- 
myelitis group the ratio of males to females in the 
cases reviewed was 6:3, and in the adolescent group 
also the incidence in males was high. 

The distribution of the deformity in congenital 
cases is comparable to that of club-foot. The adoles- 
cent group is similar in all respects. 

In the cases reviewed by the author, the ratio of 
unilateral to bilateral cases due to poliomyelitis was 
6:3. In the fever group, the number of unilateral and 
bilateral cases was about equal. Of three hereditary 
cases, two were bilateral. 

The most common additional deformity is equi- 
nus. ‘This is a criterion of severity, not chronicity, 
and is characteristic of a paralytic origin. It either 
precedes cavus or is coincident with it. 

‘Trauma is an uncommon cause of the deformity. 

Cuester C. Guy, M.D. 


Fortin, H. J.: The Care of the Feet in Chronic Ar- 
thritis. J.-Lancel, 1930, |, 36. 


Inability to walk may be attended by definite 
psychopathological changes. Therefore the care of 
the feet and the prevention of foot deformities are of 
special importance. 

The results of infection or abnormal trauma which 
are most commonly associated with chronic arthritis 
of the feet are: (1) pronation defects; (2) depression 
of the longitudinal arches; (3) partially rigid and 
rigid flat feet and toes; (4) depression of the anterior 
transverse metatarsal arches; (5) bunions and hallux 
valgus; and (6) spurs arising from the tendon of 
Achilles or the calcaneus. These conditions may 
give rise to considerable pain and may definitely 
aggravate the arthritis. 

The treatment of flat-foot includes, primarily, re- 
duction of the weight to as near normal as possible, 
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proper support for the feet such as is afforded by cor- 
rect shoes with the specific alterations indicated, and 
strapping of the foot, if necessary, during the period 
of rather acute pain. The straps should be removed 
as soon as possible. As a rule, shoes give sufficient 
support. 

Contrast baths afford relief and should be used in 
addition to periodical professional and continuous 
home physiotherapy and exercises for correction of 
the “broken arches.” ‘The simple methods of apply- 
ing heat that the patient may employ in his home in- 
clude the use of a “‘ baking machine,” a cradle of car- 
bon lights. He should be carefully instructed in the 
use of this apparatus by a physician or physical 
therapist. Heat may be applied for approximately 
twenty minutes once or twice a day and may be fol- 
lowed by certain specific exercises for the correction 
of the pronation and depression. It is difficult for the 
patient to apply massage himself; as a rule this 
should be done only by trained persons. 

With the physical therapy, the author gives ty- 
phoid vaccine intravenously every four days. After the 
injection of the vaccine there is usually a reaction in 
which the temperature may reach 103 degrees F. for 
one or two hours, but the pains in the joints are usu- 
ally considerably relieved and the range of motion is 
increased. 

When, in hallux valgus with bunion, the bunion 
does not cause pain, a shoe that gives the anterior 
part of the foot sufficient room should be provided. 
If the pain is severe, surgical intervention such as 
the Mayo operation for bunion, in which the head of 
the first metatarsal is removed, may be necessary. 
Amputation of the great toe or amputation for 
marked deformity of small toes may be required. 

For spurs, conservative treatment is advisable. 
Palliative measures are often successful until the late 
inactive stage, when even large bony spurs may be- 
come painless. The heels of the shoes may be re- 
placed by soft sponge-rubber pads, or felt pads with 
a hole directly under the spurs may be inserted inside 
the heels of the shoes. Felt pads placed in the shoes 
on either side of the painful areas may increase the 
patient’s comfort. The local application of unguen- 
tum hydrargyri as a counterirritant may supplement 
heat and massage. Surgical intervention is seldom 
advocated as spurs are prone to recur after their 
removal and even if they do not recur the pain per- 
sists. However, operation is justified if the spurs are 
very long and produce mechanical disturbances. 

In cases of metatarsalgia in which it is impossible 
to straighten the toes the heads of the metatarsals 
may be removed to produce shortening. After short- 
ening has taken place, the toes can be straightened. 
Another measure for straightening the toes is trans- 
plantation of the long extensor tendons of the toes to 
an attachment just behind the metatarsal heads, 
capsulotomy of the metatarsophalangeal joints, and 
the induction of ankylosis of the first interphalangeal 
joints. 

When rigid flat-foot does not cause pain and the 
patient is able to carry on his usual labor, interfer- 





ence should not be attempted. If it causes pain, con- 
servative physical therapy should be employed first, 
especially if any passive supination remains. If mo- 
bility is not increased by a prolonged course of heat, 
massage, and exercises, manipulation under anes- 
thesia followed by the application of casts is neces- 
sary. Thereafter, the patient should be provided 
with correct shoes to hold the feet in a natural posi- 
tion. If manipulation fails, surgical intervention 
may be necessary. A wedge of bone may be removed 
from the inner side of the foot in an attempt to re- 
form the normal longitudinal arch. 

The discomfort of hallux rigidus may be materially 
relieved by the wearing of a shoe with a rigid sole. If 
this is not successful, arthroplasty may be performed. 

In conclusion the author says that the common de- 
formities associated with chronic arthritis of the feet 
can often be prevented, and their prevention or early 
care should be one of the physician’s responsibilities 
in the “medical phase” rather than in the late or 
“orthopedic phase” of the disease. 
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Gentil, F.: The Results at the End of Twenty Years 
of the Use of a Pedicled Graft of the Fibula 
After Resection of the Tibia for Sarcoma (Ré- 
sultats au bout de 20 ans d’une greffe pédiculée du 
péroné aprés résection du tibia pour sarcome). Lyon 
chir., 1929, Xxvi, 465. 

In August, 1906, the author resected 20 cm. of a 
tibia in which a central sarcoma had developed, in- 
serted into the defect a piece of bone obtained from 
the fibula of the same side, and united the graft to 
the malleolus of the tibia by periosteum incompletely 
detached from the bone so that the graft was still 
supplied by its nutrient artery. Five months after 
the operation the patient was able to be up and to 
make normal movements of the foot and _ toes. 
Roentgenograms made in 1927, twenty years later, 
showed that the bone was a true graft and had not 
been absorbed or replaced by new bone. 

This case demonstrates that encapsulated sar- 
coma can be cured by free resection of bone and 
transplantation. The only complication was the 
formation of an abscess in the malleolus ten years 
and two months after the operation, which necessi- 
tated the extraction of a piece of suture wire. 

Auprry G. Morcan, M.D. 


FRACTURES AND DISLOCATIONS 


Moriconi, L.: Isolated Fracture of the Coracoid 
Process (frattura isolata dell’apofisi coracoide). 
Arch. ital, di chir., 1929, xxiv, 395. 

Moriconi reports an isolated fracture of the left 
coracoid process in a man twerity-nine years old who 
was struck on the left shoulder by a stone weighing 
several kilograms which fell from a height of about 5 
meters. He states that while in luxation of the 
shoulder or fracture of the glenoid fossa or the head 





a a, 


fr 235 = = = UE A 


‘eo! 





) 
, 
’ 
) 
» 








of the humerus all movements of the shoulder are 
painful, in fracture of the coracoid process alone 
there is interference only with movement backward 
and forward, raising of the arm, and flexion of the 
forearm on the arm, that is, movements brought 
about wholly or partially by the small muscles at- 
tached to the coracoid process. The diagnosis can 
be confirmed by roentgen examination. 

Fracture of the coracoid process alone is rare and 
is sometimes mistaken for contusion. The mecha- 
nism of the fracture varies in different cases. The 
fracture may be caused by traction downward act- 
ing on the spine of the scapula. The author produced 
isolated coracoid fractures in cadavers by this 
mechanism. 

Fracture of the coracoid process should be re- 
duced as accurately as possible. After the reduction 
a roentgenogram should be made to see that the 
fragments are in good position since with poor reduc- 
tion the function of the muscles attached to the proc- 
ess may be injured. In the case reported, the author 
put on an immobilizing cast with the arm and shoul- 
der in abduction and external rotation and the fore- 
arm flexed on the arm. Avuprey G. Morcan, M.D. 


Brenkmann, E., and Miloyewitch, M.: Four Cases 
in Which Ankylosing Grafting Was Done for 
Fracture of the Spine without Immediate 
Symptoms (Quatre cas de greffe ankylosante pour 
fractures de la colonne vertébrale sans symptoms 
nerveux immédiats). Rev. d’orthop., 1929, XXXVi, 437. 

The authors report four cases of fracture of the 
spine in which they did early grafting. A graft taken 
from the internal surface of the tibia was wedged be- 
tween the posterior arches and the denuded spinous 
processes. It was buried deeply to prevent the for- 
mation of a painful scar. 

In all of the cases the immediate results were ex- 
cellent and in the first three the end-results were also 
very satisfactory. In the fourth, the operation was 
performed too recently for conclusions as to the end- 
result. The time lost by the patient from work was 
reduced to the minimum, being usually only four 
months. There seems to be no risk of remote com- 
plications. On their discharge from the hospital the 
patients were advised to wear an elastic corset for six 
weeks. This served for the dorsolumbar region. For 
the cervical region, a Minerva plaster cast was used. 

PACE. 


Colp, R., and Findlay, R. T.: Fractures of the Pel- 
vis. Surg., Gynec. & Obst., 1929, xlix, 847. 

The authors report in detail thirty-five cases of 
fracture of the pelvis. All but three of the patients 
were males. The ages varied from six to sixty-eight 
years. In fifteen cases the fracture involved the 
ilium; in twenty-four cases, the pubis; in four cases, 
the ischium; and in one case, the junction of the 
ischium, pubis, and acetabulum. In four cases it in- 
vaded the right acetabular cavity, and in two cases 
the left acetabular cavity. In four cases the sym- 
physis pubis was separated, and in five cases there 
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was a dislocation or separation of the sacro-iliac 
joints. In 48 per cent of the cases there were other 
fractures, and in many cases there were other com- 
plications. Six of the patients died. 

The most important symptom of fracture of the 
pelvis is pain. Shock is present in most cases, and 
was quite marked in eighteen of those reported. 

Of the complications, injuries to the bladder are 
the most common and most serious. Hematuria was 
present in three of the cases reported and extravasa- 
tion occurred in two. 

The authors believe that little, if anything, can be 
done in the way of intervention to relieve deformities 
and displacements. They recommend complete rest 
in bed. In their own cases the patient is kept flat on 
his back for an average of thirty days. At the end of 
that time he is first moved in bed, then permitted to 
sit in a wheel chair, and finally allowed to walk. The 
average length of time following the injury before 
walking is allowed is thirty-eight days. Complica 
tions requiring surgical intervention should be dealt 
with immediately. Rupotpn S. Retcu, M.D. 


Noland, L., and Conwell, H. E.: Acute Fractures of 
the Pelvis: Treatment and Results in 125 
Cases. J. Am. M. Ass., 1930, xciv, 174. 

The 125 cases of pelvic fracture reviewed by the 
authors were seen in the period from January, 1920, 
to July, 1928. The ages of the patients ranged from 
nineteen to sixty-two years and averaged thirty- 
seven and a half years. The average stay in the hos- 
pital was sixty-five days, and the longest stay one 
hundred and thirty-three days. Ninety-eight of the 
patients were males. Seventy-one of the fractures 
were caused by industrial accidents and 54 by acci- 
dents of civil life. 

The pelvic fractures in women seen during the 
three years from 1920 to 1923 constituted only 10 
per cent of the total number of such fractures caused 
by accidents of civil life, whereas those seen during 
the five years from 1923 to 1928 constituted almost 
50 per cent of such fractures. Seventy-five per cent 
of the pelvic fractures in women were caused by 
automobile accidents. 

There were 20 deaths in the series, a mortality of 
16 per cent. Of the 14 patients who died within 
twenty-four hours after their admission to the hos- 
pital, all had severe associated injuries which were 
regarded as necessarily fatal. 

Of 3 patients who sustained an injury of the pero- 
neal nerve, 2 recovered entirely, but 1 had a perma 
nent disability necessitating further treatment for 
relief. 

In a number of cases of fracture of the posterior 
ring and in the cases of Malgaigne fractures there 
was marked cedema of the extremities which per 
sisted over a period of several months and in some 
instances was disabling. In 2 cases, marked oedema 
of the thighs was associated with relatively minor 
fractures of the ilium near the sacro-iliac joint. Such 
complications, plainly the result of severe injury to 
the deep blood vessels and neighboring soft struc- 
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tures, are sufficient to cause hesitancy in giving an 
early prognosis in any type of pelvic fracture. 

Good anatomical position was obtained in only 
about 60 per cent of the cases, but excellent func- 
tional results were common in cases without good 
anatomical position. 

Open reduction for the correction of displacement 
of bony fragments was done in only 2 cases, and in 
these only to relieve pressure exerted by the dis- 
placed fragments on the rectum and bladder. In the 
authors’ opinion, what appears to be poor position of 
the fragments is by no means always a constant 
cause of persistent pain and disability. 

The detailed description of the treatment includes 
a description of Conwell’s overhead pelvic frame de- 
vice and his method of sacro-iliac reduction. 


Hey Groves, E. W.: The Treatment of the Fractured 
Neck of the Femur, with Especial Regard to the 
Results. J. Bone & Joint Surg., 1930, xii, 1. 

Whitman, R.: Remarks Introductory to a Demon- 
stration of the Abduction Treatment of Frac- 
ture of the Neck of the Femur. J. Bone & Joint 
Surg., 1930, Xi, 11. 

Hey GrovEs states that in recent cases of fracture 
of the femur of the extracapsular type the best re- 
sults are obtained by the use of skeletal traction or 
Whitman’s plaster method. For fractures of the 
intracapsular type only two methods are worthy of 
consideration—the Whitman procedure and the peg- 
ging operation. If the patient is young and active 
Hey Groves chooses the pegging operation. He per- 
forms this operation also in the cases of weak elderly 
patients if the latter do not show bony union within 
three months under treatment by the plaster abduc- 
tion method. 
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While it is impossible to obtain union in all cases of 
non-union by surgical intervention, an open opera- 
tion should be done whenever non-union is found and 
the fracture examined. If the head and attached 
portion of the neck are firm and the articular carti- 
lage is well preserved, the pegging operation should 
be performed. If conditions are not favorable, the 
reconstructive operation should be done. The latter 
consists in removal of the head of the femur, intro- 
duction of the neck of the femur into the acetabu- 
lum, and re-attachment of the greater trochanter 
and capsule farther out and downward on the shaft 
of the femur. 

WuirMaN calls attention to the fact that the 
abduction method takes advantage of the natural 
mechanics of the hip joint to approximate and main- 
tain the fragments in their normal position. 

In 169 cases of intracapsular fracture treated by 
conventional methods which were reported by Katz- 
enstein in 1928, the mortality was nearly 18 per cent 
and good results were obtained in only 11.5 per cent, 
whereas in 176 cases of the same type treated by the 
abduction method which were reported by Léfberg 
in 1927, the mortality was 6 per cent and bony union 
was obtained in 67.5 per cent. 

It has been demonstrated that the danger of the 
abduction treatment is almost negligible and that 
union of transcervical fractures of the femur may be 
obtained by this treatment in the greater proportion 
of the cases. 

The long plaster spica is most comfortable and 
most efficient when it is properly applied. As it per- 
mits change of posture, it has extended the applica- 
tion of the abduction method to the treatment of 
patients who are infirm and aged. 

ELVEN J. BerkHetser, M.D. 














SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Greenough, J.: Operations on the Innominate 
Artery: Report of a Successful Ligation. Arch. 
Surg., 1929, xix, 1484. 

The author reports a successful ligation of the 
innominate, carotid, and subclavian arteries and 
abstracts the reports of ninety-one operations on the 
innominate artery collected from the literature, 75 
per cent of which were ligations. The total mortal- 
ity of the ligations reviewed was 56 per cent, but the 
mortality of the last twenty-five was 16 per cent. 

Good exposure should be obtained by bone resec- 
tion. The innominate artery should be ligated with 
strong material applied with a force between 3 and 
10 lb. A stay knot should be used and the artery 
severed. If uninfected, the wound should be closed 
without drainage. 

If the operation is done for aneurism, distal as 
well as proximal ligation should be done and the sac 
extirpated or destroyed. 

It is preferable to ligate the subclavian artery 
rather than the carotid. Ligation of the right in- 
nominate vein should benefit the circulation in the 
brain and the upper extremity. 

The operation is justifiable and should be done 
early. KE. S. Prarr, M.D. 


Leibovici, R.: Arteriography in Gangrene of the 
Lower Limbs (L’artériographie dans les gangrénes 
des membres inférieurs). J. de chir., 1929, XXXiv, 293. 

Two kinds of substances have been injected into 
the arteries to render them opaque—lipiodol and 
aqueous solutions of opaque salts. Lipiodol can be 
used in only small amounts as it behaves in the 
vessels as a true foreign body. It travels rapidly; 
when injected into the common femoral ‘artery it 
reaches the foot in a few seconds. In the plantar 
arteries it may remain visible for as long as five 
minutes. Harvier and Lemaire have shown that it 
does not pass through the capillaries and is not ab- 
sorbed. In the capillaries it is broken up into ex- 
tremely small drops, which are fixed by the tissues 
and are so small as to be invisible. A solution of 
sodium iodide, on the other hand, mingles with the 
blood and diffuses over the entire circulation of the 
extremity so that a roentgenogram made after its in- 
jection gives a picture of the entire arterial system 
that is permeable. Sodium iodide solution disappears 
much more rapidly than lipiodol; if the circulation is 
free, the arteries remain visible for only a few 
seconds. 

The speed of the injection is important. If 1 or 2 
c.cm. of lipiodol are used, the oil and the syringe 
should be warmed slightly in order that the injection 
may be completed in a few seconds. Harvier, who 


uses doses of from ro to 12 c.cm., injects more slowly, 
at the rate of 1 c.cm. per minute. A solution of 
sodium iodide must be injected rapidly as a weak 
solution gives as good pictures as a strong solution if 
the injection is sufficiently rapid. Attempts have 
been made to obtain longer visibility by blocking the 
circulation, but because of the risk of damage to the 
endothelium from long contact with the solution this 
is not advisable. Concentrated solutions of sodium 
iodide are not tolerated perfectly by the endothelium. 
They sometimes cause an extremely painful vaso- 
constrictor spasm. They may also aggravate the 
obliterating arteritis and give rise to general in- 
toxication. Lipiodol may aggravate the ischemia by 
obstructing the arterioles and thereby stimulate the 
gangrenous process. Sicard, who is an advocate of 
lipiodol, recognizes this possibility and advises limit- 
ing the amount injected to 1 c.cm. whenever possi- 
ble. On the whole, lipiodol appears less dangerous 
than sodium iodide, but it gives a less accurate pic- 
ture. 

The localization of the arterial obliteration is 
usually easy in the femoral or popliteal artery. The 
opaque substance is arrested at the obstruction. 
However, an arteritis may be responsible for a vaso- 
constrictor spasm which obliterates the artery com- 
pletely. In the arteries of the leg the information 
given by arteriography may be rendered erroneous 
by several factors. The lipiodol may become lodged 
in the tibioperoneal trunk so that not a drop enters 
the anterior tibial or, if a little enters the anterior 
tibial, small opacities, graduated in size and at a dis 
tance from one another, may appear. In the poste- 
rior arteries it is no easier to affirm obliteration since 
not enough lipiodol is injected as a rule to render all 
of the arteries of the leg visible. Even when sodium 
iodide is used, it is hazardous to affirm an oblitera- 
tion on the evidence of a filling defect. In the foot, 
lipiodol cannot be relied upon to fill the arteries. 
Sodium iodide solution is more dependable because 
of its homogeneous diffusion. 

A knowledge of the state of circulatory sufficiency 
at the level of a proposed amputation is of still more 
importance than a knowledge of the site of oblitera 
tion. It is not justifiable to assume that nutrition of 
the parts is assured because their arterioles contain 
lipiodol. Prolonged visibility of the lipiodol repre 
sents pathological stasis. Amputation must be done 
well above the zone of stasis of lipiodol as stasis sug- 
gests circulatory insufficiency. It is the prompt dis- 
appearance, not the visibility, of the lipiodol that 
counts. Moreover, invisibility of the collaterals does 
not mean that nutrition is insufficient. The anatom 
ical passages are not macroscopic and are not in 
jectable. Arteriography with sodium iodide has the 
same sources of error. 
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The author believes that errors in amputations for 
gangrene are due largely to the fact that the condi- 
tion of the larger arterial trunks is regarded as of 
more importance than the condition of the collateral 
circulation. He emphasizes that slow obliteration of 
the large trunks may take place in the absence of 
trophic disturbances. PACE. 


Owre, A.: The Clinic and Etiology of Postoperative 
Thrombosis. Acta chirurg. Scand., 1929, \xv, 11. 


Thrombosis gives rise to pronounced, slight, or 
no local symptoms, but is often attended by general 
symptoms. It is most frequent after laparotomies. 
According to DeQuervain, 95 per cent of all deaths 
from thrombosis occur after the fortieth year of 
age. There is good reason to believe that post- 
operative thrombosis develops on the first day, or 
one of the first days, after operation. 

Most of the commonly accepted theories as to 
the cause can be refuted. Conditions of the blood 
flow alone are not sufficient to explain the phe- 
nomenon, and changes in the intima of the vessels 
have little effect in producing the condition. Changes 
in the blood itself, however, are more significant. 

The author’s studies as to the cause of postopera- 
tive thrombosis were based on the hypothesis 
that operations may produce changes in the blood 
influencing the agglutinability of the platelets 
and the coagulability of the blood. His investiga- 
tions included determinations of the concentration 
of the blood, the rate of sedimentation of the blood 
corpuscles, the content of carbon dioxide in the 
serum, the calcium content of the plasma and serum, 
and the rate of coagulation. From his findings in 
twenty-four cases he concludes that concentration 
of the blood may play a part in the causation of 
thrombosis, although this has not been proved. 
He found that the rate of sedimentation is directly 
dependent on the extent of the operation and on in- 
fection. The carbon dioxide of the blood is lowest 
on the day of, or day after, operation, the decrease 
being probably the result of the acidosis of hunger. 
A hitherto unknown variation in the calcium content 
of the plasma and a sometimes very marked differ- 
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ence between the amount of plasma and serum 
calcium in the same patient following operation 
were demonstrated. This change manifests itself 
partly by an increase in the calcium content of 
the plasma and partly by an increased difference 
between the plasma and serum calcium. The 
results regarding coagulation were not in agreement. 

Theories attributing postoperative thrombosis 
to a circulatory disturbance, infection, or altera- 
tion in the walls of the vessels are refuted by the 
fact that the condition does not occur in the portal 
vein. 

The author concludes that thrombosis is first 
determined by alterations in the calcium metabolism, 
and that when it occurs after laparotomy it may 
be due to the alteration in the calcium content of 
the blood brought on by acidosis. The fact that 
it is decidedly more frequent after the age of forty 
years may be accounted for by disturbances of cal- 
cium metabolism. ‘The localization of thrombosis 
in the veins of the pelvis is probably to be explained 
by the slower rate of flow in these vessels. 

VERNE G. Burpen, M.D. 


BLOOD; TRANSFUSION 


Blalock, A.: The Oxygen Content of the Blood in 
Patients with Varicose Veins. Arch. Surg., 1929, 
xix, 898. 

Blalock has found that the oxygen content of the 
blood from the femoral veins of patients with 
varicose veins is higher than normal. In patients 
with unilateral varicose veins of the lower extremities 
the venous oxygen content is higher on the diseased 
side, and the difference is accentuated when ulcera- 
tion is present. 

In studies of the effect of change in posture it was 
found that whereas in normal subjects the oxygen 
content falls rapidly when the standing position is 
assumed and rises in the recumbent position, in 
cases of varicosities, changes in posture cause less 
alteration in the venous oxygen. Blalock suggests 
that the total flow of blood through a leg with vari- 
cose veins is increased. Natuan N. Croun, M.D. 














OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Ingelrans, P., and Minne, J.: The Syndrome of 
Pallor and Hyperthermia in Infants After 
Operation (Contribution 4 l’étude du syndrome 
paleur-hyperthermie chez les nourrissons opérés). 
Presse méd., Par., 1929, Xxxvii, 1184. 

The authors report two cases of pallor and 
hyperthermia in male infants following operation 
for strangulated hernia. One of the infants was a 
year old and the other two and a half months old. 
In both cases autopsy revealed intense congestion 
of the brain accompanied by external and internal 
hydrocephalus and no other visceral lesion. 

Pace. 


Muller, G. P., Overholt, R. H., and Pendergrass, 
E. P.: Postoperative Pulmonary Hypoventi- 
lation. Arch. Surg., 1929, xix, 1322. 


The authors were prompted to make this clinical 
study by: (1) the frequency of positive reports from 
the roentgenologist in the cases of patients examined 
postoperatively whose subsequent course indicated 
the absence of pulmonary complications; (2) the 
confusion in the use of such terms as “postoperative 
pneumonia,” “bronchopneumonia,” “lobular ate- 
lectasis,”’ ‘‘massive atelectasis,’ “lung reaction,” 
and “infarct”? in descriptions of postoperative pul- 
monary complications; (3) the marked reduction 
in the vital capacity following operations on the 
upper part of the abdomen which was reported by 
Churchill and McNeil and by Powers; (4) the 
limitation of diaphragmatic function reported by 
Sise and its relation to the reduction in the vital 
capacity; and (5) the presence of pre-existing pul- 
monary pathological change and its effect on 
diaphragmatic function. 

The investigations were made in twenty-five 
cases in which an operation on the upper part of the 
abdomen was to be performed. The cases were not 
selected as regards operative risk or the patient’s 
general appearance, but none of the patients had a 
deformity of the chest, gross pathological changes 
in the lungs, or ascites. In order that ample time 
might be spent in the study of each patient before 
and after operation, care was taken that not more 
than two or three patients were under observation 
at the same time. 

Daily notes were kept regarding pulmonary 
symptoms and physical signs. After the operation, 
the examinations of the chest were made as thor- 
oughly as the condition of the patient permitted. 
It was possible in all cases to examine the bases 
posteriorly by carefully turning the patient first on 
one side and then on the other. Measurements of 
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the circumference and expansion of the chest were 
made before operation and at intervals of two days 
after the operation. The tip of the xiphoid process 
and the third interspace in the midclavicular line 
were selected as fixed points for the measurements. 

Determinations were made also of the vital 
capacity before and at intervals after the operation. 
The ordinary clinical spirometer was used. ‘The 
vital capacity recorded was the highest of three 
trials. 

The patients were studied fluoroscopically in the 
recumbent and erect positions by the central ray 
method. The diaphragmatic movements were re- 
corded during the quiet (tidal) breathing and during 
the maximal respiratory phases (deep breathing). 
The positions of the domes of the diaphragm were 
marked directly on the fluoroscopic screen with a 
wax pencil and these tracings then transferred to 
cards for a permanent record. After the operation 
the various methods of roentgenoscopy were tried, 
but the most workable plan and the one which caused 
least discomfort to the patients consisted in lifting 
them from the bed to the adjustable fluoroscopic 
table. Most of the patients suffered practically no 
pain, and none of them, at the time of the exami- 
nation or later, showed evidences of injury from this 
procedure. 

Pre-operative roentgenograms were made as a 
routine. After the first four cases were studied it 
became obvious that the pre-operative roentgeno- 
gram should be taken with the patient in bed in 
order that it might be compared with the post- 
operative roentgenograms. In half of the cases 
studied, roentgenograms were made during the ex- 
piratory phase as well as during the inspiratory 
phase. Insome of the cases in which this study was not 
made the day before the operation roentgenograms 
made when the patient returned three months later 
for follow-up examination were used for comparison. 
Great care was taken by the technicians to make all 
exposures with the patient in as nearly the same 
semi-Fowler position in bed. Lateral roentgeno- 
grams were made in more than half of the studies. 
The following conclusions are drawn: 

1. A definite appearance characterized by 
prominence of the basal trunks, haziness of the 
lung fields, and elevation of the dome of the dia- 
phragm which is found in roentgenograms after 
operations on the upper part of the abdomen is due 
to hypoventilation of the lung and should be re- 
garded as normal. 

2. This roentgenographic appearance is similar 
to that in cases in which the condition has been 
diagnosed previously as a pulmonary complication, 
bronchopneumonia, postoperative pneumonia, or 
pathological lobular atelectasis. 
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3. ‘The lung fields on the roentgenogram made 
at the height of the expiratory phase before oper- 
ation are similar to those found in roentgenograms 
made after operation during full inspiration. Both 
show evidences of decreased thoracic volume and 
diminished aeration. 

4. Transient positive physical signs in the chest 
are found frequently after operations on the upper 
part of the abdomen. A hasty diagnosis of pul- 
monary complication should not be made from the 
physical signs alone. Clinical signs and symptoms 
are of greater value and are usually present when a 
pulmonary complication exists. 

5. The marked reduction found in the vital 
capacity after operations on the upper part of the 
abdomen are explained by changes in the chest ex- 
pansion, the position and movement of the dia- 
phragm, and the volume of the lung. 

6. The varying degrees of partial atelectasis 
which occur after operations on the upper part of 
the abdomen are due primarily to elevation of the 
diaphragm and restriction of its movements. 

Ein C. RopitsneK, M.D. 


ANZSTHESIA 


Koster, H., and Kasman, L. P.: Spinal Anesthesia 
for the Head, Neck, and Thorax; Its Relation to 
Respiratory Paralysis. Surg.,Gyncc. & Obst., 1920, 
xlix, 617. 

In order to obtain anwsthesia of the whole body in 
spinal anaesthesia, the local anesthetic introduced 
into the spinal canal is caused to: diffuse to the 
medulla and brain stem. The authors carried out 
investigations to determine the safety of the method, 
paying particular attention to the effect of the 
anwsthetic on the medullary respiratory center. 

In experiments on frogs, guinea pigs, and a cat, 
concentrated solutions of neocaine were applied 
directly to the exposed medulla and cervical cord. 
Complete anzsthesia resulted, but no effect was 
produced on respiration. 

Further experiments indicated that the neocaine 
causes an interruption of physiological continuity of 
the sensory nerves with no interruption of conduc- 
tivity through the motor fibers. This property of 
selective affinity explains the phenomenon of surg- 
ical anesthesia of the entire body without paralysis 
of the respiratory (motor) center. The anesthetic 
substances in solution are very rapidly fixed by 
nerve tissue (lipiodol substances) with which they 
come into contact, and thereafter it matters not how 
the position of the patient is changed. 

The authors discuss also the blood-pressure changes 
in spinal anesthesia. They state that even when 
the blood pressure drops to zero it is not considered 
alarming and stimulation is not resorted to. The 
Trendelenburg position to prevent cerebral anzmia is 
strongly advised. Postoperative headache is treated 
satisfactorily by magnesium-sulphate enemas. 

The authors’ experience in the induction of 
anwsthesia of the head in a fairly large number of 
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cases has convinced them not only that spinal 
anesthesia is safe, but that it is universally applic- 
able. NatHAN N. Croun, M.D. 


Blomfield, J., Shipway, Sir F., Young, J., Lewis, I. 
N., and Others: Discussion on Avertin An- 
esthesia. Proc. Roy. Soc. Med., Lond., 1929, 
Xxiii, 99. 

Avertin is tri-brom-ethyl alcohol, a white crys- 
talline substance which dissolves with difficulty in 
water to 3% per cent. The strength of the solution 
must be from 2% to 3 per cent, and the dosage de- 
termined according to the body weight. BLom- 
FIELD uses 0.1 gm. per kilogram of body weight. 
The solution is run into the rectum slowly through 
a soft tube inserted about 4 in. In Blomfield’s 
opinion, it is important for the anesthetist to be 
present during the procedure because persons 
differ greatly in their reaction to avertin. Fairly 
definite limits of dosage are stated, but even within 
these limits there may be unusal occurrences. In 
the case of a young man in ordinary health who had 
an operation for the radical cure of inguinal hernia, 
death resulted, and at autopsy no cause for it 
could be determined. In another case death re- 
sulted twelve hours after thyroidectomy. 

The induction of the anasthesia is generally 
pleasant. There is no excitement or evidence of dis- 
comfort. ‘The respiration becomes somewhat de- 
pressed. ‘The blood pressure drops from to to 15 mm. 
Hg. Often the corneal reflex is absent. According 
to Blomfield, its absence is unreliable. ‘The best 
test to determine whether or not more anwsthetic is 
required consists in placing before the face a mask 
with a strong ether vapor for inhalation. If this 
vapor is inhaled quietly without holding of the 
breath, the operation can be begun. In about a 
fourth of Blomfield’s cases satisfactory anesthesia 
was obtained with avertin alone. The loss of con- 
sciousness usually lasts for from two to four hours, 
but is not of that deep variety which would make 
it dangerous to use avertin in cases in which there 
may be blood about the air passages. Blomfield 
regards avertin as a very useful addition to drugs, 
but states that it should not be employed routinely 
in hospitals. It is most valuable because it gives a 
very pleasant induction of anaesthesia, which is 
especially good for persons who have had trouble 
with other anesthetics, and it adds enormously to 
the safety of operations for exophthalmic goiter and 
operations on persons who are emaciated. 

Suipway says that his impressions regarding aver- 
tin are based on only a small number of cases. He 
believes that if avertin is used with care and in the 
doses recommended, it is a safe and valuable agent 
for the induction of an anesthesia which is remark 
ably free from after-effects. He believes it is indi 
cated especially for very nervous patients, those who 
have suffered much from other anesthetics, patients 
with cardiac and pulmonary complications, those 
with exophthalmic goiter, and some of those who 
must undergo protracted operations. He does not 
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include in the last class the patient who must under- 
go an operation on the air passages which requires 
the sitting posture during recovery. He believes 
that avertin is contra-indicated for operations 
which are likely to cause a rapid fall in the blood 
pressure, and for cases of severe renal disease. 
YOUNG reports that he has employed avertin in 
154 unselected cases. He believes it is superior to 
ordinary anesthetics in the ease and comfort of the 
induction, the freedom from postoperative vomiting, 
and the freedom from the common postoperative 
respiratory complications. For cases of operation 
on the pelvic floor he advises withdrawal of the 
solution from the lower bowel before the operation is 
begun. The obstruction to the air passages by the 
relaxation of the jaw and the tongue are easily 
overcome by the introduction of the artificial air- 
way. Respiratory troubles have been. fewer since 
he has restricted the pre-operative dose of mor- 
phine to % gr. In several cases he has noted a 
marked fall in the blood pressure—in one case, 
50 points. In his series of 154 cases there were 2 


deaths, but neither of them could be attributed to 
the avertin. 
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LEwiIs states that he has used avertin in 28 cases. 
He has noted that the patients on whom it had the 
most effect were those he would classify as ‘‘sub- 
thyroid,” and those on whom it had the least effect 
were those who might be called “hyperthyroid.” 
The hyperthyroid patients recovered from the 
effects of avertin more quickly than the others. 
There has been no unpleasant incident following 
the use of avertin. Lewis regards it of value par- 
ticularly in cases of goiter. 

De CAvux states that the chief disadvantage of 
the use of avertin alone for the induction of ans 
thesia is the length of time it must be given before 
operation. In 25 laparotomies he was forced to sup- 
plement it with nitrous oxide and oxygen or nitrous 
oxide, oxygen, and ether. The more nervous the 
patient the more avertin he used. For bronchoscopy, 
he prefers avertin to other drugs. 

MANNELL says that while his experience with aver- 
tin has not been very extensive, he believes that 
when it is used alone it does not give sufficient re 
laxation for operation, and that while it is of value 
as a preliminary narcotic it should not be em- 
ployed routinely. Emit C. Ropitsuek, M.D. 
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ROENTGENOLOGY 


Bigler, J. A.: The Interpretation of Roentgeno- 
grams of the Chest in Children Based on Ob- 
servations at Necropsy: I. The Hilar Shadows 
and Linear Markings. Am. J. Dis. Child., 1929, 
XXXVI, 978. 

The lungs of 171 children coming to autopsy were 
studied to determine what pathological changes 
were present to account for the shadows seen in the 
roentgenograms of the chest. ‘The hilar shadows and 
the linear markings were found to be due for the 
most part to the blood in the blood vessels and not to 
the bronchi. The rounded shadows of even density 
occurring in the inner third of the lung fields as well 
as those found along the linear markings were found 
to have been cast by blood vessels running parallel 
with the axial ray. Such shadows changed position 
or disappeared when the target was centered over a 
slightly different point of the chest. They were in 
marked contrast to the shadows of calcified lymph 
nodes which were always present in the same relative 
location on successive exposures. 

On dissection of the lungs with the films before 
the examiner it was found that normal lymph nodes 
do not cast shadows. Hyperplastic nodes, whether 
caseated or inflammatory and whether ‘in the hilum 
or in the intrapulmonary tissue, cannot be recognized 
as such if they do not contain calcium. They will not 
be seen unless they and the inflammation with 
exudation or scarring which surrounds them en- 
croach on the pulmonary fields from the mediastinum 
or the hilum or unless they are rendered visible by 
contrast with the air-bearing pulmonary paren- 
chyma, 

The size and shape of the hilar shadow are in- 
fluenced not only by active infection, but also by 
the remains of previous infections. This shadow 
may show wide variations in different roentgeno- 
grams and yet be within normal limits for the 
person examined. 

In conclusion the author states that because of 
the facts reviewed, it is important to consider the 
clinical evidence and history in the interpretation of 
roentgenograms of the chest. Witpur Battry, M.D. 


RADIUM 


Canti, R. G.: The Biological Effects of Radium 
Irradiation. Acta radiol., 1929, x, 320. 

Canti first reviews the earlier observations on the 
histology of tumors irradiated with the gamma rays 
of radium. The difficulty in interpreting the results 
led Strangeways and his co-workers to study the 
effect of irradiation on tissue cultures. The author 
describes the cessation and recurrence of cell divi- 


sion, discusses the hypothesis of the delayed lethal 
dose, and cites an experiment demonstrating the 
effect of the beta ravs on cress seeds. 

He then discusses the “time-intensity”’ ratio. 
From the results of experiments on tissue cultures it 
appears that there is both a threshold of intensity 
and a threshold of time, each of which must be 
passed before a biological effect of irradiation can be 
obtained. A comparison of the time factors em- 
ployed in these experiments and by radiologists 
leads to a discussion of indirect action. 

Selectivity of action of the gamma rays on cancer 
cells is illustrated by cuttings from cinematograph 
films of tissue cultures of normal and malignant 
(Jensen’s rat sarcoma) cells, and the selective action 
of beta rays on bacillus coli in an agar culture of 
streptococci and bacillus coli is shown in a photo- 
graph. Reference is made to stimulation, and an ex- 
periment on tissue cultures is described which showed 
an increase in cell division which might erroneously 
be considered the result of stimulation. 


’ 


Finzi, N. S.: The Therapeutic Uses of Radium Ap- 
plied Externally. Acta radiol., 1929, x, 332. 


The author reviews the history of the external use 
of radium since 1903 and records that he was prob- 
ably the first to use a large quantity of radium at a 
distance (1911). The methods of application are de- 
scribed, together with their use in superficial dis- 
eases such as epithelioma, rodent ulcer, and inflam- 
matory diseases of the skin. The treatment of deep 
disease by external application is then described, 
with a consideration of the separating material (usu- 
ally Columbia wax), distance and dosage, effects dur- 
ing the application, and treatment of the skin. 


MISCELLANEOUS 


Kovacs, R.: The Uses and Dangers of Light Ther- 
apy. Med. J. & Rec., 1929, cxxx, 631. 

The author includes in his discussion the elec- 
tromagnetic waves of longer and shorter length than 
those which come under the true definition of light 
by specifically stimulating the retina of the eye 
to give the sensation of light. He divides them into: 
(1) infrared or thermal rays, (2) luminous or visible 
rays, and (3) ultraviolet or actinic rays. 

The varying length of rays generated by the sun 
and the many different sources of artificial light 
make accurate dosage impossible. The author 
believes that a definite terminology is one of the 
first essentials for the avoidance of error. He says 
that not until scientific investigations have deter- 
mined the value of the various bands of radiant 
energy and a method of separating them will light 
therapy rest on a definite scientific basis. 
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While many claims are made as to the ther- 
apeutic effects of infrared rays, most of them are 
unsubstantiated. However, the perceptible effects 
of these rays are an analgesic action and the relief 
of local and general congestion. In cases of fatty 
degeneration of the heart and cases of high blood 
pressure the application of these rays may be dan- 
gerous. 

The use of the luminous or visible rays is indicated 
to increase local circulation, to relieve pain, to 
lessen internal congestion, to raise body metabolism, 
and to overcome shock. 

In Kovacs’ opinion, the chief problem in modern 
light therapy is the proper evaluation of the wide 
field of irradiation in the ultraviolet range. The 
effect of the ultraviolet ray is of two types: (1) a 
direct local effect on the skin, and (2) an indirect 
effect on the organism. General irradiation has 
given fairly uniform beneficial results in the fol- 
lowing conditions: (1) rickets, tetany, and the 
minor degrees of calcium and phosphorus deficiency, 
certain forms of malnutrition and anemia, (2) 
many forms of surgical tuberculosis, (3) certain 
forms of chronic pulmonary tuberculosis, and (4) 
certain forms of general debility. ‘The danger of 
its use is dependent upon overdosage or improper 
handling of the apparatus in the cases of persons 
with a normal response and upon untoward effects 
in the cases of persons with hypersensitivity to 
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light and in the large group of conditions which are 
not suited to light treatment. 

In conclusion the author states that he is convinced 
of the benefit received from light therapy if its 
application is based on accurate diagnosis, proper 
dosage, and experience in judging beneficial and 
harmful effects. GERTRUDE BEARD. 


Robinson, C. A.: Diathermy Treatment of Puer- 
peral Septicemia and Pneumonia. Proc. Roy. 
Soc. Med., Lond., 1920, xxiii, 179. 


Robinson reports twenty-one cases of puerperal 
septicemia treated by diathermy with recovery in 
all except three. He groups these cases according 
to the manner of the recession of the fever. The 
treatment was given by means of a vaginal active 
electrode and a belt dispersive, specific heating of 
the infected organs being thereby accomplished. 

In eighty-nine cases of pneumonia, diathermy 
was followed by relief of the pain and a tendency 
toward rest and sleep. However, while the treat- 
ment was undoubtedly beneficial, the author be- 
lieves it did not shorten the duration of the illness. 
The lack of definite results in pneumonia he at 
tributes to the fact that there is no method of 
heating the infected organ with accuracy as may be 
done in the treatment of puerperal septicaemia 
when one electrode is placed within the circle formed 
by the other. GERTRUDE BEARD. 











CLINICAL ENTITIES —-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Curtin, V. T., and Kotzen, H. F.: Progeria: A 
Review of the Literature, with the Report of a 
Case. Am. J. Dis. Child., 1929, xxxviii, 993. 

The term ‘“progeria” (prematurely old) was first 
used by Gilford to describe an unusual morbid con- 
dition in which senility and infantilism are combined. 

In their general appearance, Gilford’s three pa- 
tients suggested either a child five years of age or a 
“wizened, dwarfish old man.” Their height, even 
after puberty, was that of a child six years old. ‘The 
skull was large, the fontanels were incompletely 
closed, and the face was small. The hair on the 
scalp was so downy and sparse that at a distance the 
patient appeared quite bald. The eyes were large 
and protruding, and there was almost complete ab- 
sence of brows and lashes. The nasal cartilages were 
prominent, and the teeth few and irregular. The 
lower maxillw, the clavicles, and the scapula were 
small. ‘The chest was narrow, and the mammary 
glands were atrophied. ‘The abdomen was distended, 
and the skin tense, with obliteration of the umbili- 
cus. The extremities were thin, with enlargements 
at the epiphyses. ‘The enlargements were most 
marked at the elbows and knees. ‘The interpha- 
langeal joints were also enlarged, and the nails were 
atrophied. ‘The skin was wrinkled and flabby and 
presented a brownish pigmentation. 

Examination of the organs revealed interesting 
similarities. All of the patients had cardiac mur- 
murs and thickened and tortuous arteries. They 
were easily fatigued. ‘Two of them gave a history of 
severe cardiac pain with radiation down the arms 
and attacks of oppression. All had digestive dis- 
turbances, anorexia, and a dislike of fats. Their in- 
telligence was above the average. 

The subsequent courses of two of the three pa- 
tients were almost identical. They aged rapidly, 
became depressed, and were fatigued easily. One 
died at the age of seventeen years in a syncopal at- 
tack after complaining of pain and oppression in the 
chest, and the other died at the age of eighteen years 
following an attack of anginoid pain. Both pre- 
sented marked evidence of senile deterioration. 

The author’s case was similar. The patient had a 
stroke of apoplexy and died following severe attacks 
of pain in the region of the heart. 

Howarp A. McKnicut, M.D. 


Griffith, J. P. C.: Mikulicz’s Disease and the 
Mikulicz Syndrome. Am. J. M. Sc., 1929, 
clxxviii, 853. 

The disease described by Mikulicz is character- 
ized by chronic symmetrical enlargement of the 


MISCELLANEOUS 


468 


lachrymal and salivary glands beginning in the 
lachrymal glands. ‘The swelling is hard, painless, 
and apparently non-inflammatory. There is no dis- 
turbance of the lachrymal or salivary secretions or 
of the general health. ‘The lymphatic glands are not 
involved, and there is no change in the blood. 

In addition to Mikulicz disease proper there are 
other conditions which closely resemble it, fall 
in the classification of the Mikulicz syndrome, and 
are usually secondary to some form of leukemia. 

Most of the cases reported were those of adults. 

The etiology of the condition is obscure, but 
studies have indicated a possible relationship to 
tuberculosis and syphilis. 

Examination of tissue from the salivary glands 
has shown an extensive deposit of small round cells 
and in many instances typical tubercles with giant 
cells but without caseation. However, the tubercle 
bacillus has not been isolated directly nor after 
inoculation of animals. 

Various forms of treatment have been carried 
out, including X-ray irradiation and anti-syphilis 
measures, but without beneficial effect. The prog- 
nosis of Mikulicz disease proper is uncertain, but 
not entirely unfavorable since in some instances 
recovery has occurred spontaneously. In many cases 
the enlarged lachrymal glands have been excised. 

Griffith reports a case of Mikulicz disease and a 
case of leukwmia presenting the Mikulicz syndrome. 
Both of the patients were children. 

The article includes also a review of the literature 
and a discussion of reported cases, pathological 
studies, and the results of treatment. Griffith 
concludes that while tuberculosis may be a cause 
of Mikulicz disease it is rarely responsible for it, 
and that even a histological appearance in the glands 
which strongly suggests tuberculosis is not positive 
proof that tuberculosis is present. 

VeRNE G. BurRDEN, M.D. 


Abrikossoff, A.: The Fate of the Spontaneously De- 
veloping Fat Granuloma—Lipophage Granu- 
loma (Ueber das Schicksal der spontan auftretenden 
Fettgranulome—lipophagen Granulome). Zentralbl. 
f. allg. Path. u. path. Anat., 1929, xlvi, 57, 73. 


The fat granulomata following recurrent and in- 
termittent fevers, which were described by the author 
in 1926, are reactive formations of a resorptive na- 
ture. They may develop in cases of focal necrosis 
of adipose tissue as a result of the foreign-body reac- 
tion of the fat which has been set free in the tissues 
and has undergone saponification. Since his first re- 
port, the author has observed fat granulomata result- 
ing from other causes. He distinguishes, according 
to the etiology, four forms: (1) artificial or injection 
granulomata resulting from the injection of oily or 











fatty substances (camphor, paraflin); (2) traumatic 
fat granulomata; (3) fat granulomata in the vicinity 
of inflammatory foci due to the destruction of adi- 
pose tissue by extension of the inflammatory process; 
and (4) spontaneous fat granulomata resulting from 
spontaneous localized necrosis of fatty tissue from 
ischemia or the influence of toxins on the fat cells. 
In nine cases of spontaneous fat granuloma, some 
of them of from six to eight years’ duration, Abrikos- 
soff observed four different types of end-result: (1) 
transformation into a conglomerate tubercle-like 
structure ultimately changing into fibrous tissue 
(many so-called cutaneous tuberculoids, particularly 
the sarcoid of Darnier and the erythema induratum 
of Bazin should be placed in this group); (2) trans- 
formation into serous cysts; (3) complete conversion 
into scar tissue; and (4) partial petrification with en- 
capsulation of the petrified areas. 
BLUMENSAAT (Z). 


Newland, Sir H. S., and Woollard H. H.: Some 
Observations on Chordoma and the Notochord. 
J. College Surg. Australasia, 1929, ii, 1§7. 

The authors report two cases of chordoma, re- 
view the embryology of the notochord, and discuss the 
histology, growth, position, and regional character 
and symptoms of chordomata. 

They believe that the sacrococcygeal chordomata 
are probably derived from the part of the notochord 
that extends beyond the coccyx. In the discussion 
of the etiology of these tumors reference is made to 
the part played by trauma. 

In the differential diagnosis of sacrococcygeal 
tumors, chordomata must be considered. The 
nearer the cranial cavity a chordoma originates the 
more rapidly fatal it is. Complete excision seems to 
offer the best chance for cure. 

The authors classify chordomata into three 
groups corresponding to the different phases in the 
cytomorphosis of the notochord. Mucin formation 
is regarded as a normal phase in the development of 
the notochord and appears to begin in the nucleus. 

The authors suggest that further study of the 
intervertebral disks might throw light on the caus- 
ation of lumbar pain. Lours P. GAmBeE, M.D. 


Behan, R. J.: The Treatment of Pain in Cancer. 
Med. J. & Rec., 1929, Cxxx, 614. 


The causes of pain in cancer include the ac- 
cumulation of toxic products in and around the 
cancer mass, infections, and mechanical factors 
such as pressure. A chief cause of paia is the higher 
acid content of cancer tissue as compared with 
normal tissue. 


Repeated insulin injections appear 
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to reduce a general acidosis, relieve the pain of can- 
cer, and raise the blood sugar. The pain of cancer 
is relieved also by the direct use of alkalies super- 
ficially and orally. Doub noted an alkaline re- 
action in roentgen-irradiated tissues. 

Restriction of the local blood supply of the can- 
cer may reduce the size of the mass and relieve 
the pain due to pressure. 

Nerve section and block are recommended for 
selected cases. 

The use of narcotics and sedatives is indicated 
when other measures fail. 

CLARENCE V. BATEMAN, M.D. 


Todd, A. T. and Aldwinckle, H. M.: Colloidal Lead 
Selenide and Radium in the Treatment of 
Cancer. Brit. M.J., 1929, ii, 799. 

From the Cancer Research Department of the 
Bristol Royal Infirmary the authors issue a warning 
against the use of the X-rays or radium subsequent 
to the treatment of cancer with colloidal lead selen- 
ide. In five cases in which a carcinoma had re- 
mained stationary or had diminished under treat- 
ment with colloidal lead selenide, X-ray treatment 
caused prompt and marked stimulation of the growth 
of the neoplasm. Radium treatment subsequent to 
the administration of colloidal lead selenide is fol- 
lowed by cedema and necrosis of the tissues around 
the growth and by sepsis. 

In a series of experiments, mice were implanted 
with Twort carcinoma. Some of the animals were 
then not treated at all, and others were first given 
intravenous injections of colloidal lead selenide in 
amounts less than sufficient to produce a decided re- 
sult and then radium irradiation of the tumors. With 
one exception, the tumors in the treated animals 
advanced and were much larger than those in the 
untreated mice. In a third group of rats, which were 
treated with radium first and then given similar 
amounts of colloidal lead selenide, the tumors all 
diminished in size, with one doubtful exception. 

The authors suggest that the selenium of the col- 
loidal lead selenide may increase the sensitivity of 
the tissues to irradiation. They therefore recom- 
mend that the X-rays or radium be applied with ex- 
treme caution, if at all, in cases of cancer which have 
been treated recently with colloidal lead selenide. 
In cases of cancer which have been treated with ra- 
dium they allow an interval of from four to six 
weeks to intervene after the irradiation before start- 
ing treatment with colloidal lead selenide, and they 
give very small doses of the drug if the patient has 
had any irradiation within three months. 

C. W. HAAGENSEN, M.D 
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